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Can Criminals Be Analyzed? 
Melitta Schmideberg, M.D. 


Dr. Schmideberg, who is a psychiatrist associated with the Institute for the Scientific Treatment 
of Delinquency, London, is at present visiting in the United States. 


CRIME IS A PROBLEM of major importance 
in the United States. Before the war, dur- 
ing each twenty-four hour period go peo- 
ple were deliberately murdered; 1,730 
robberies and almost 3,000 burglaries were 
committed; 1,350 persons were sent to 
prisons and jails. At least one major 
offense was committed for every hundred 
persons in the population. One out of 
every 740 persons in New York City alone 
was convicted of an offense and committed 
to a penal institution. And almost 55 per 
cent of all crimes were committed by peo- 
ple under thirty.1. Even under normal 
conditions, the crime rate in the United 
States is probably the highest in the world. 

Before the war, youths between sixteen 
and twenty (constituting only g per cent 
of the population) were responsible for 29 
per cent of the robberies, 41 per cent of the 
burglaries, and nearly half of the automo- 
bile thefts. More major crimes were com- 
mitted by youths from seventeen through 
twenty than by any other four-year age 
group. The F.B.I. reports that from 1930 
to 1942, nineteen-year-olds were arrested 
more frequently than any other age group. 


1 Figures are based on combined Quarterly Uni- 
form Crime Reports of the Federal Bureau of 
Investigation. 


Since 1943, seventeen-year-olds have dom- 
inated the scene. From 1940 to 1945, in 
the sixteen- to nineteen-year group, arrests 
for auto theft showed a 31 per cent in- 
crease; for disorderly conduct, a 95 per 
cent increase; for rape, 17 per cent; and 
for assault, 10 per cent. It is estimated 
that the sum of four billion dollars is spent 
yearly to maintain penal and correctional 
institutions and the system of law enforce- 
ment that populates them.? 

Yet punishment is of little avail. From 
40 to 80 per cent of adolescent offenders 
are re-arrested for new crimes within a 
short while after their sentence is served.3 
Half the adults now in prisons were in in- 
stitutions at least once before. This is 
easy to explain. Our penal system, which 
is a survival of the past, originally had 
two purposes, to retaliate and to deter, and 
though the treatment of offenders has 
gradually become more humane, no sys- 
tematic large-scale attempt has yet been 
made to treat offenders on the basis of 


2 Harry Elmer Barnes and N. K. Teeters: New 
Horizons in Criminality. Prentice-Hall, New York, 
1943. 

3Information based on miscellaneous sources, 
among them Sheldon and Eleanor Glueck: Crim- 
inal Careers in Retrospect. Commonwealth Fund, 
New York, 1943. 
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understanding their psychological and 
social problems. It is not surprising that 
the treatment of a problem which is full of 
emotional and moral bias, and the cause 
of which we only dimly understand, fails 
to yield satisfactory results. The prime 
need is for unbiased study. 

In London, the Institute for the Scien- 
tific Treatment of Delinquency * has been 
in existence since 1932.5 Its objectives 
are: to initiate and promote scientific 
research into the causes and prevention of 
crime; to establish observation centers and 
clinics for the diagnosis and treatment of 
delinquents; to co-ordinate and consoli- 
date existing scientific work in the preven- 
tion of delinquency and crime; to secure 
co-operation between all groups engaged 
in similar work in all parts of the country, 
and ultimately to promote a_ national 
organization; to provide a clinical service 
to handle cases referred by the courts, as 
well as by various official and other inter- 
ested groups and persons; to promote and 
assist in promoting educational and train- 
ing facilities for students in the scientific 
study of delinquency and crime; to promote 
discussion and to educate the public in 
general on these subjects through publica- 
tions and other means. 

The Institute, maintained by voluntary 
contributions, has a budget of about 2,500 
pounds a year. This covers rent and gen- 
eral expenses; salaries of the secretary, the 
social worker and one aide, and the typists. 
The Institute has 6 directors on its panel 
who are psychiatrists, and in addition 
about 35 psychiatrists in London and 10 in 
the Provinces and 6 psychologists, all doing 
volunteer work. 

Most of our patients are referred by the 
courts and probation officers. The cases 
are as a rule especially selected by the 
magistrates and probation officers as pre- 
senting peculiar problems. Often they are 
referred only after every other method has 


4In England, the word “delinquency” also covers 
adult criminality. 

5 For details on its work, see Edward Glover: 
“The Diagnosis and Treatment of Delinquency: 
being a Clinical Report on the work of the Insti- 
tute during the five years 1937-1941.” Published 
in Mental Abnormality and Crime, Vol. II of the 
series, English Studies in Criminal Science, 
Macmillan, London, 1944. 
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failed, this being their “last chance,” or in 
other cases when experienced probation 
officers recognize from the start that they 
cannot handle them. Sometimes the court 
asks for a report before the case is tried. 
The patient may be put on probation with 
the express condition that he have treat- 
ment. This is an inauspicious starting 
point but with some skill on the part of 
the psychiatrist and tactful help on the 
part of the probation officer, it is often 
handled successfully. All treatment is 
ambulant. 

For purposes of diagnosis, the patient’s 
social history is taken; intelligence tests 
and a physical and psychiatric examination 
are given. As a result of these investiga- 
tions, the director makes a report to the 
court. Advice is tendered or environmen- 
tal and/or psychotherapeutic treatment is 
given. It is estimated that approximately 
4o per cent of the patients, even if they 
do not complete the treatment, may be 
expected to become and remain non-de- 
linquent.6 Where the recommendations 
made to the court concerning the form of 
treatment, conditions of supervision, na- 
ture of occupation, social milieu, and so on 
are fully carried out, the results are even 
more striking. At a conservative estimate, 
80 per cent of fully treated cases achieve a 
permanent cure. This is the more remark- 
able in view of the fact that the average 
number of sessions per case is only ten or 
twelve, and the treatment is often carried 
out under very unfavorable environmental 
and social conditions. 

The psychiatrists on the staff of* the 
Institute belong to various schools of 
psychotherapy. Though I am a Freudian, 
I modify the “classical” technique accord- 
ing to the needs of the patient.? 

I should like to quote in some detail two 
clinical cases. A twenty-four-year-old pa- 


6 Glover has arrived at this figure after a detailed 
examination of the data covering therapeutic 
results achieved. 

7 See also my papers: “The Psychological Treat- 
ment of Adult Criminals.” Probation, December, 
1946: “The Treatment of Psychopaths and Border- 
line Cases.” American Journal of Psychotherapy, 
January, 1947: “The Psychoanalysis of Asocial 
Children and Adolescents.” International Journal 
of Psychoanalysis, January, 1935; “The Scientific 
Treatment of Delinquency in Wartime.” Health 
and Empire, June, 1942. 
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tient had been a member of a well-known 
criminal gang (of which there are very 
few in England). She had six convictions 
for larceny, three of them resulting in 
prison sentences. She was an illegitimate 
child, adopted at the age of 2 by respecta- 
ble, well-meaning, but over-strict parents 
who led her to believe she was their own 
child. At the age of 14 she discovered the 
truth. She had been sent to a good school 
but failed to make friends. From an early 
age she was lonely and resented her narrow 
and restricted upbringing. She became 
very bitter toward her foster mother and 
said that she never wanted to see her again, 
but believed that the mother was still fond 
of her. She lied and pilfered at home even 
as a child and ran away when she was 
14, taking some money from her foster 
parents. Several social workers took an 
interest in her and placed her in various 
institutions and hostels, mainly of a re- 
ligious type. At the age of 19, she had an 
illegitimate child, which was adopted. She 
showed no emotion toward the baby nor 
any sign of missing him. She was very 
much attached to a man who was living 
on her immoral earnings and was dis- 
tressed because he was dissatisfied with the 
amount of money she was bringing in. She 
could never hold a job. There was no 
work she liked and physical strain ex- 
hausted her. She always wanted the best 
of everything, once spending 150 pounds 
in a few days on finery. At the age of 20, 
she was sentenced to three years in a Bor- 
stal institution, but was released earlier 
for good behavior. After that came her 
three prison convictions. 

She was referred to our clinic by a moral 
welfare worker, Miss C, who had known 
the patient for many years and had taken 
a genuine interest in her. The patient 
seemed attached to Miss C, who never 
blamed or lectured her. However, the 
patient could not keep her appointment at 
the clinic because she had committed an- 
other offense in the meantime and was 
held in prison on remand. At her request 
a psychiatrist from our Institute examined 
her in prison. To quote from his report: 
“She is plump, slow, and lethargic and 
suffers from pituitary adiposity with 
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secondary subthyroidism and moderate 
anemia. Her intelligence is average, and 
she has a good reality sense. There are no 
classical signs of neurosis or of insanity, 
but she may have a cyclothymic personal- 
ity. It is, however, possible that she might 
develop a true manic-depressive insanity 
at some later date.” 

Influenced by this report, the court de- 
cided to give the patient another chance 
and put her on probation with the condi- 
tion of treatment. She was placed in a 
small religious hostel where she was given 
a certain amount of latitude. She started 
treatment with me in June, 1942, and I 
saw her about twenty times altogether. 

At the age of 24, when she came for 
treatment, she gradually settled down in 
the hostel, becoming like a girl of 14, get- 
ting into mischief and chasing around 
with boys of that age. Actually she did 
not look much older than that. She con- 
stantly complained to me about Sister M 
who favored the younger girls and also 
about the girls themselves. (She had a 
foster sister, two years younger). She was 
full of apprehension that she might be 
blamed or suspected, for instance, for ask- 
ing a 12-year-old boy into her room to 
mend his clothes, since her mother would 
have suspected her. 

Many patients who were not allowed to 
behave like children at the proper time 
show a certain infantilism because of this 
missed development. Because they did not 
have the pleasures of childhood, they re- 
fuse to take on the responsibilities of adult 
life. This patient’s difficulties in work 
were largely due to the fact that she could 
not stand drab reality and escaped into 
day-dreaming; hence she could not concen- 
trate and did her work badly. This hurt 
her self-esteem and proved a further in- 
centive for escape, thus setting up a vicious 
circle. She was very infantile, suggestible, 
and always acted on the spur of the mo- 
ment. She was afraid of strangers and 
insisted on being accompanied for the first 
few weeks when she came to see me because 
she was afraid to be alone on the street. 
She suffered almost continually from 
headaches, which were an expression of the 
constant anxiety and pressure she felt. 
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She always ran away, psychologically, 
from difficult situations. She showed no 
spontaneous reactions, hence the lack of 
expression in her face. If annoyed, she 
shut herself up and cried; if she disliked 
her work or her employer, she walked out 
without explanation or notice. The sup- 
pressed hostility came out afterwards in 
stealing. 

She had been made to feel so guilty 
about sex, and about having an illegiti- 
mate baby, that she could not develop 
inaternal feelings. The baby was only a 
sign of reproach and she was relieved 
when it was removed. 

The patient described her early stealing 
and her mother’s admonitions as follows: 
“I started stealing because I was afraid to 
tell why I wanted the money. So it went 
on, starting with pennies and ending with 
pounds. My mother was always telling me, 
even when I was quite small, that I was 
wicked and would end up in prison, as I 
did. The very things she tried to instil in 
me were the things she drove away and 
as I feared her, so I feared all women.” 

I went on vacation at the end of July 
and, unfortunately, Miss C’s vacation coin- 
cided with mine. Then, too, a new Sister 
had recently entered the hostel who re- 
minded the patient of her foster mother 
and of whom she was afraid. In conse- 
quence of these circumstances, she ran 
away, taking five pounds from one of the 
workers to whom she had been attached. 

All this did not look very promising, 
but to our surprise Miss C received a let- 
ter from her a year later saying that she 
was trying to make good. In 1945 she 
paid back from her earnings the five 
pounds she had stolen and visited Miss C 
and, some weeks later, me. She looked 
vastly different, with more expression in 
her face and more lively movements. She 
was much slimmer though she had had no 
treatment for her adiposity. She told me 
she was working at embroidery and living 
with a Chinese man, older than herself, 
whom she meant to marry, and that for the 
first time in her life she was content. 

The history of this patient shows what 
I have observed in other cases, that the 
therapeutic results cannot always be as- 
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sessed at the conclusion of the treatment 
and that every influence has a_ lasting 
effect both for good and evil even if it does 
not show up immediately. The uncritical 
and affectionate interest Miss C had taken 
in her for years seemed to produce no re- 
sults. It certainly had made no difference 
in her career of crime; yet her attachment 
to Miss C made her wish to become social 
and ready for treatment. The treatment, 
mainly by reducing her sense of inferiority 
and her general anxiety, enabled her to 
find, for the first time in her life, a satis- 
factory relationship with a man, who was 
a protecting father figure to her, and to 
persevere with work she liked. She had 
made good decisions before on many oc- 
casions but she had never been able to 
carry them out, nor to stick to a job. 

The second point of interest is that it is 
possible to achieve considerable improve- 
ment in serious criminals, sometimes in a 
surprisingly short time. Such a short treat- 
ment may not solve all their neurotic 
problems—for example, this patient still 
continued to be afraid of strangers—but 
the partial result, making a criminal so- 
cially adaptable and able to accept and 
react normally to ordinary help and sym- 
pathy, is of greatest importance both to 
himself and to the community. 

However, we must keep in mind that 
results achieved by short treatment are a 
gamble; they may or may not last. In the 
case of neurotics this does not matter be- 
cause, if the patient has a relapse, he 
merely comes back for further treatment. 
But in the case of criminals a relapse is 
very serious. Under existing conditions, 
he may receive a long prison sentence for 
some Offense committed during a tem- 
porary upset. 

Occasionally, short analytic treatment 
may bring about an improvement in neu- 
rotics too, but the results achieved in crim- 
inals are more impressive, one reason being 
that these people have seldom been treated 
kindly but, at best, subjected to moraliz- 
ing. For instance, this patient was very 
much taken aback when I asked her, in 
discussing her thieving, why she had never 
stolen from shops. No one had ever asked 
her why she did not steal. 
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Another patient, a white-haired man of 
2, had just come out of Dartmoor (the 

English convict prison—a grim place). At 
the age of 18, he had been fined for assault 
on a girl. He had been a soldier, had had 
numerous homosexual experiences and had 
blackmailed the men involved, but on a 
comparatively small scale. At 21, he at- 
tempted with another man to rob a mov- 
ing-picture theater. He received a sentence 
of three years for this “robbery with vio- 
lence,” and eighteen strokes with the 
birch. He claimed that the rupture from 
which he suffered was a result of the flog- 
ging. When he came out of prison, he 
determined to be a “rotter.” In prison, he 
had learned how to blackmail properly. He 
wanted to prostitute his wife, whom he had 
married shortly before going to prison the 
first time, but she objected. He also had 
promiscuous affairs with women. He 
blackmailed a homosexual. The first time 
he received 3,000 pounds and on the next 
visit he asked for 10,000. When the man 
offered 8,000, he refused and the man 
called the police. For this he received a 
ten-year sentence, of which he served seven 
and one-half years in Dartmoor, the rest 
being remitted for good behavior. 

He came of a poor family. Of his twelve 
brothers and sisters, seven were living and 
five had died in infancy. The mother was 
exhausted by child-bearing, poverty, and 
ill treatment by her husband. The patient 
remembered seeing his father sober only 
on two occasions, one when he was ill in 
the hospital. The whole family lived in 
dread of the father’s violence. The patient 
had an obsession, when he got frightened 
or was in a tense situation, to count to 
ten. As a child he thought that if his 
father on coming home drunk did not 
kill him before he counted to ten he was 
safe. In spite of these memories, in the 
course of the analysis he realized that he 
had been attached to his father and that 
he tended to idealize men, becoming very 
upset and hostile when they did not live 
up to his idealization. He had intercourse 
with girls of his own age between the ages 
of 11 and 13. At 13, he was seduced by a 
man. It is likely that he had had other sex- 
ual experiences earlier but he did not re- 
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call them. The men he blackmailed were, 
as a rule, older than himself but no partic- 
ular type could be established. He admit- 
ted that he was attached to the men he sub- 
sequently blackmailed. I have found, with 
other patients of this type who robbed or 
blackmailed homosexuals, that the robbery 
or blackmail was largely a rationalization 
of their own homosexuality; a way of deny- 
ing their own interest and pleasure in it 
and a way of punishing the homosexual 
because they themselves felt so guilty about 
homosexuality. 

The patient did not masturbate because 
of religious scruples and this frustration 
added to his violent tendencies. His mo- 
tive in robbing the theater at the age of 
21 was to get money to go to Paris, which 
seemed to him a solution of the sex 
problem. 

He used to be fond of his mother and 
felt very sorry for her but he was disillu- 
sioned when, at the age of 18, he wrote 
telling her how unhappy he was in London 
and her reply indicated that all she cared 
about was what the neighbors would say. 
He did not get along well with any of his 
sisters or brothers. When he came out of 
Dartmoor he was determined to go straight 
for the sake of his wife and child. His 
wife had stood by him, though she had 
been unfaithful to him while he was in 
prison. He was very reasonable about this 
matter and described it as “just a biologi- 
cal necessity.” 

When he left prison he was in a bad 
physical and mental state, suffering from 
various physical symptoms, nausea, giddi- 
ness, and upset stomach. He was unable 
to do even the simplest work and this got 
him into a panic, for he fully realized the 
eventual consequences of his not working. 
Of course, the more panicky he became, 
the less he could concentrate on his work 
and in despair he wrote various querulous 
letters to officials and newspapers describ- 
ing his plight. By a lucky chance, he also 
approached someone who sent him to our 
clinic. 

When I saw him I tried to get out of 
him some of his tremendous pent-up hos- 
tility, reassured him and explained that 
his state of mind made it difficult for him 
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to work. I provided him with some money 
and arranged for him to have three weeks 
to settle down a little before going back to 
work. He improved quickly but. still 
tended to become panicky over certain 
situations. He came for treatment regu- 
larly for several weeks, after which I saw 
him only occasionally. After a while, a 
colleague of mine employed him and he 
worked satisfactorily. I last heard from 
him about two and a half years after he 
had come out of Dartmoor, when he had 
left his employment in order to start a 
small business. Further check-up should 
be made for another year or two before 
we can be certain that he has really settled 
down satisfactorily. 

Only the worst cases were sent to Dart- 
moor, which was unlike any other English 
prison and has since been closed. Accord- 
ing to official statistics, g5 per cent of the 
men discharged from Dartmoor relapsed— 
a fact that is not surprising. 

I could see in this patient and in similar 
cases how the flogging *® and strict prison 
treatment had increased his hostility out 
of all proportion. After his first prison 
sentence he came out determined to be a 
rotter; after the second, he tried to go 
straight but his underlying hostility was so 
great as to make normal adaptation impos- 
sible. Then, too, prison had increased his 
anxiety, both directly and by stimulating 
his hostility, which would have been dan- 
gerous for him to express. The suppression 
of his hostility as well as of his frustrated 
sexual impulses increased his anxiety. 
Since he had already had difficulties in 
coping with life normally before he went 
into prison, there was no reason to assume 
that he would be more successful after 
having become more unbalanced in prison. 

The sexual frustration in prison did not 
help matters either. He mentioned what 
a help it would have been if the prison 
doctor whom he approached had reassured 
him about masturbation. He read a great 
deal of Freud, Huxley, and others in order 
to get a grip on himself by means of 
knowledge, and to compensate by his in- 
tellectual achievements for his sense of 


8In America, similar reactions to “third degree” 
methods can be observed. 
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inferiority which had, of course, been in- 
tensified by his prison sentences. 

If people are already in a bad state, they 
usually behave in such a way as to create 
even more trouble for themselves. Owing 
to his guilt over sex, he did not use proper 
birth control methods and his wife became 
pregnant again. He became panicky and 
aborted her, with the result that she be- 
came septic. He went half-crazy, and 
again started on his promiscuous homo. 
sexual and heterosexual adventures; for- 
tunately, without dangerous consequences. 
He told me that he always did that when 
he was worried. He also unconsciously 
wanted to get back at his wife for, in spite 
of his conscious reasonableness, he obvi- 
ously resented her unfaithfulness and even 
more her not writing to him for some time 
when he was in prison. 

The psychological condition of the rela- 
tives of men sentenced to long prison 
terms must also be considered. Naturally, 
the wife had a great deal of pent-up emo- 
tion when he came out of prison and 
expected compensation for what she had 
gone through from a man who was not in 
any condition to give her compensation. 
Again, naturally, she would get panicky 
and resentful when he was unable to settle 
down and work and her state of mind 
would not help his difficulties. 

We have realized by now that prisoners 
of war have difficulties in adaptation; that 
they need a great deal of patience, toler- 
ance, and sympathy; a lenient employer 
may be a social or psychological help. Why 
should we expect these other men who 
have been in prison to settle down happily 
without help?—men who, as a rule, were 
already abnormal before they went into 
prison, who in prison have led an abnor- 
mal life in unnatural segregation and in 
bad company, who on discharge find a 
stigma attached to them and their family 
life broken up, and who, at best, are given 
only a little money, who face a poor job, 
if any, and possible ostracism by their fam- 
ily and friends. 

Delinquency work is a specialized branch 
of psychiatry as yet in its infancy. This 
largely explains the failures of those psy- 
chiatrists who approach criminals with 
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methods suitable only for classical neu- 
rotics. Space does not allow me to discuss 
here in detail the specialized technique 
which I have developed. It is not possi- 
ble to treat criminals with the olympic 
detachment that characterizes “classical 
analysis.” Perhaps more important still 
than the specialized technique is the hu- 
man attitude. An English prison-governor 
told me that he had sent some cases for 
psychiatric treatment and was not im- 
pressed with the results. But he knew of 
a matron who made friends with the girls 
after their discharge, gave them tea and 
took them window-shopping; and she 
seemed to have achieved good results. It is 
essential to understand the criminal’s side 
of the story, his way of thinking and feel- 
ing, the world he lives in, and the way he 
looks at our respectable world; to admit 
the wrongs of our social system and of 
those in authority; to give the patient the 
feeling that we stand by him (which, of 
course, does not mean abetting criminal 
activities), and above all not to be afraid 
of him. People who have been in trouble 
with the law become expert psychologists; 
they are quick to sense the attitudes of 
others. They have been harshly treated 
mainly because people were afraid of them 
and this raises their own anxieties and 
their deep-rooted fear of their own anti- 
social impulses and as often as not makes 
them act in an anti-social manner. 

A boy of 17 with a very bad history was 
referred to me. I was told that the only 
thing he did not do was steal. He had been 
thrown out of every school in Ireland; his 
mother and sister were afraid of his vio- 
lence; he had caused damage by incendiar- 
ism and flooding; he was destructive, re- 
bellious, and infantile, and always causing 
trouble. Within the last two years, he had 
been in a special school which he left after 
three days, and in another one from which 
he was expelled after one month. Place- 
ment in a foster home was a failure. For 
twenty-two months he was in a mental in- 
stitution where he received shock treat- 
ments, though he was not schizophrenic. 
A psychiatrist who had treated him for a 
while described him as “one of the sickest 
boys who ever lived” and wanted him 
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confined in a mental hospital. The doctor 
who referred him suggested having a male 
nurse present in the next room when the 
boy came for treatment. Queries revealed 
that he had never been actually violent 
but the suggestion was made because the 
boy weighed two hundred pounds. How- 
ever, I replied that I had never found such 
an arrangement necessary, and even if the 
patient did not know of it, it would affect 
me badly. 

The patient came alone, a giant in size 
with a boyish face, rather sad-looking, with 
good insight and great eagerness to co- 
operate. He told me a terrible story of 
how he had been treated by his father and 
others—which I believe to be true—and 
said that he hardly had a happy moment 
in his life. I did not have the slightest 
trouble with him and he was pathetically 
grateful for my friendliness. He said it 
was “as if a man who has not eaten for a 
week is suddenly given food.” With such 
patients, even more than with others, the 
first contact is all important. If one starts 
wrong and appears detached, suspicious, or 
critical, the patient will react badly and, in 
consequence, behave badly and there will 
be no end of trouble. If a good contact is 
made, many difficult cases often prove 
extremely simple. 

The objection is continually raised that 
psychiatric treatment is too expensive. I 
do not think this argument is valid. In the 
two cases quoted in detail in this paper 
I saw the patients only twenty to forty 
times. With a number of others, treat- 
ment also was short, but I also had some 
whom I saw a few hundred times. I claim, 
however, that even in these cases it pays 
the community. A dangerous criminal is a 
burden and a danger to the community 
throughout his life. Apart from the cost 
of his arrest, trial, and upkeep in prison, 
the material damage inflicted upon his vic- 
tims, the suffering he causes his family and 
himself, he constitutes a bad psychological 
and moral influence on the community and 
brings out the worst impulses of law-abid- 
ing citizens and society as a whole. 

The only real prevention of crime is to 
cure the criminals. But more important 
still is the need for research. Tens of 
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thousands of neurotics have been analyzed 
in the last fifty years but we know next to 
nothing about criminals, despite the many 
preconceived notions about them. One of 
the main scientific approaches to the 
problem of crime is to analyze criminals. 

In the following, I should like to suggest 
a plan for research, based on the analysis 
of perhaps fifty major criminals. They 
must be examined both from a_ physical 
and psychiatric point of view and studied 
psychoanalytically. The psychoanalytical 
study should comprise their specific uncon- 
scious mechanisms, their predominant in- 
stinctual patterns, their types of anxiety, 
and so on as compared with (1) neuro- 
tics; (2) classical psychotics; (3) non-delin- 
quent psychopaths and borderline cases. 
Further, they must be subdivided into 
different groups from the _ psychological 
rather than the legal point of view; for 
instance, those who steal indiscriminately, 
those who steal only under certain condi- 
tions, or from certain persons, or certain 
objects; those who steal on impulse, and 
those who do so deliberately and with fore- 
thought; those who pride themselves upon 
their achievements and daydream and 
boast about them, and those who are 
ashamed of their acts and try to deny them. 

Again, it is important to study the inter- 
play between social and psychological fac- 
tors, on different levels and at different 
periods in their lives. For instance, cir- 
cumstances and events directly affecting 
the individual as a child or in later life, as 
well as those influencing him indirectly by 
affecting his parents or family, or his en- 
vironment in a wider sense. We need to 
decide how far such factors (1) help to 
cause abnormal, unstable, or anti-social 
development; (2) shape or fix the form of 
anti-social behavior; (3) precipitate the 
actual crime; (4) help to produce or- 
ganized crime; (5) further or hinder de- 
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tection and arrest; (6) determine penal 
methods; and (7) how they are responsible 
for bringing about recidivism. 

Further, we must study the effect of 
specific social factors; for instance, unem- 
ployment of the criminal or his parents; 
war and air-raids; illegitimacy; alcoholism; 
consequences of uncured neurosis, and 
neurotic inhibitions in work. It is im- 
portant to compare the psychological 
effects of our specific penal methods—of 
prison and other institutions, parole, pro- 
bation, flogging and “third degree’”’ meth- 
ods—and compare the effects of differences 
in handling criminals in the United States 
and, for example, in England. We must 
investigate the importance of class and 
race factors; -for instance, the differences 
between the English and Americans, be- 
tween Negroes and whites, between Amer- 
ican-born and immigrants or the children 
of immigrants, between the rich and the 
poor, between urban and rural popula- 
tions. We should find out what types of 
criminals can be cured or stabilized by 
analysis and to what extent, what modif- 
cations of analytic method and what com- 
binations of social help are necessary. 

Such an investigation should determine 
to what extent and in what way present- 
day penal methods could be improved 
upon; for example, how far the analytic 
treatment of major criminals may help to 
prevent recidivism. Understanding thus 
gained would also help prevent crime by 
dealing more effectively with problem 
children and delinquent adolescents, and 
would provide a guide in the planning, 
management, and methods of reforma- 
tories and similar institutions. The prob- 
lem of crime is both a challenge and an 
opportunity for psychiatrists and social 
workers. If approached courageously and 
with imagination, it may prove of tremen- 
dous social and scientific importance. 
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General Implications of Cerebral Palsy 


Mary Louise Burton 
Mrs. Burton is Executive Secretary of the Westchester Cerebral Palsy Association, Bedford 
Village, New York. She wishes to thank Dr. Winthrop M. Phelps, Medical Director of the 
Children’s Rehabilitation Institute, Maryland, and national authority in the field, for 
reading and approving her paper. 


CFREBRAL PALSY is a crippling condition 
which in the past has received little recog- 
nition or care, but which has become a 
matter of greater concern to the public 
in the last ten years, due partly to in- 
creased medical knowledge and partly to 
general interest in improving facilities for 
the treatment of children’s illnesses. In 
spite of the progress made in treating cere- 
bral palsy, too little is known about the 
illness and its effects. Potential help of 
caseworke:s to the families of children 
suffering from cerebral palsy or to the 
patients themselves is unlimited in scope. 

Several facts should be known in dealing 
with cerebral palsy patients and _ their 
families, and one of these is that the 
term “cerebral palsy” is used to indicate 
any motor handicap caused by injury or 
by lack of those parts of the brain which 
control the use and directional response of 
the muscles. A _ point that should be 
strongly emphasized is that mental involve- 
ment is not inevitable simply because the 
brain is the center of the difficulty. In 75 
per cent of the cases, the motor section 
of the brain is the only part involved in 
the handicap. 


Types of Cerebral Palsy 


The previous designation of the entire 
group as having “spastic paralysis” is 
wrong, and detrimental to the total group 
since treatment of each diagnostic type is 
entirely different from that of the others. 
If every child with cerebral palsy were 
treated as a “spastic,” about 60 per cent 
of the total group would be treated incor- 
rectly. The five types of cerebral palsy 
and their approximate relation in percen- 
tages to the total group are: spasticity, 40 
per cent; athetosis, 40 per cent; ataxia, 10 
per cent; rigidity, 5 per cent; and tremor, 
5 per cent. 


Spastic paralysis is characterized by 
“stiff” paralyzed muscles contracted con- 
stantly to their highest degree and ex- 
tremely hyperactive. Desired motion in a 
spastic muscle is often tightly blocked by 
what is termed a “stretch reflex” in that 
the spastic muscle is greatly irritated by 
motion of its antagonist, whether the an- 
tagonist is a normal muscle or not, and 
becomes tense and immovable. 

Athetosis is not a paralysis but a con- 
stant involuntary motion of the muscles, 
singly or in groups. The athetoid patient 
has no ability to direct proper motion in 
his extremities, facial expression, lips, ton- 
gue, or trunk; he is likewise unable to stop 
these unwanted motions. An athetoid is 
literally a prisoner within a framework of 
constant unwanted motion. 

Ataxia is a lack of conception of balance 
and directional control. The ataxic is not 
paralyzed or handicapped by constant in- 
voluntary motion, but his sense of his own 
bodily position in space is damaged or 
lost. An ataxic is frequently unable to 
tell whether he is lying down, sitting, 
standing, or in the process of falling over. 

Rigidity is a paralysis, or, as the name 
indicates, a rigidness of the musculature. 
The muscles are not tense and hyperactive, 
as they are in spasticity, but soft and putty- 
like. An arm or a leg having such an 
involvement, for example, could be forced 
passively into a given position where it 
would remain until changed. The patient 
himself would in most cases be unable to 
make the position change. 

Tremor is rarely found in children, but 
it is a form of cerebral palsy in that it is a 
motor handicap due to brain damage. It 
is usually characterized by a regular rhyth- 
mic motion, fine or gross. Usually the 
tremors are found in the post-natal types 
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of cerebral palsy following brain infections 
such as encephalitis. 

The degree of the handicap found in 
any cerebral palsied child varies in each 
individual patient. The involvement may 
be mild to a point where it is scarcely 
noticeable, or it may be moderate or severe. 
The handicap may involve the arms, legs, 
trunk, face, tongue, lips, or any combina- 
tion of these. In addition, visual, auditory, 
and sensory handicaps are sometimes 
present to complicate the picture, neces- 
sitating a most complex rehabilitation 


program. 


Causes and Incidence 


The causes of cerebral palsy are in some 
cases due to injury to the brain before, 
during, or at any time after birth. A 
child who has an extremely difficult birth 
and is delivered with forceps may be in- 
jured. A child delivered in breech, or in 
other difficult positions where there is a 
necessity for a great deal of pulling on the 
head and neck may sustain hemorrhages 
in the brain. The condition is also caused 
by congenital malformation of the brain 
or extreme variations in the developmental 
structure of the brain before _ birth. 
Autopsies have sometimes shown that cer- 
tain portions of the brain were entirely 
lacking. Injury to the head at any time 
during life may result in cerebral palsy. 
Illness such as encephalitis and other con- 
ditions involving greatly elevated tempera- 
tures may also be the cause. 

The RH _ factor—where the mother’s 
blood type lacks the RH factor entirely 
and the father’s blood is RH_ plus—is 
thought to be the cause of some cerebral 
palsies. 

There has never been an indication that 
cerebral palsy is hereditary or that it can 
be prevented by pre-marital examination 
or precaution. Families having two cere- 
bral palsied children are extremely rare. 
It appears with regularity in all types of 
persons and geographical locations and is 
found in equal proportions in the rich and 
the poor, the educated and the illiterate. 
Statistics have shown that it is evenly dis- 
tributed throughout the country and 
creates a constant case load, with about 
seven children born with or acquiring cere- 
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bral palsy per year for every 100,000 
population.! 

It is difficult to obtain completely ac- 
curate figures of the total number of cere- 
bal palsy cases in the United States, chiefly 
because some parents are ashamed of these 
children and fail to bring them to the 
attention of the medical profession. How- 
ever, surveys have been made in New 
Jersey and Maryland, where the problem 
is recognized, and the figures from these 
surveys have been used as guides. It is 
approximated that in the United States 
there are about 70,000 children under 16 
years of age suffering from cerebral palsy. 
Again using the New Jersey and Mary- 
land figures as guides, about 75 per cent 
of these children are mentally normal, hav- 
ing an intelligence quotient ranging from 
70 to superior, and are capable of improve- 
ment and therefore eligible for treatment.? 

In comparing this disease with poliomy- 
elitis, it is estimated that in any given 
locality 14 per cent of the crippling con- 
ditions are due to cerebral palsy and 15 
per cent are due to poliomyelitis. This is 
again difficult to state as a certainty since 
infantile paralysis is epidemic and cerebral 
palsy is constant but not epidemic. How- 
ever, the percentages are thought to be 
fairly accurate. 

Treatment centers for cerebral palsied 
children, previously non-existent, are still 
seriously lacking. The type of care advis- 
able for each child should be considered 
individually, based on such factors as the 
degree of his handicap, his personality and 
educability, and his home life. Centers 
for both in-patient and out-patient treat- 
ment are scattered over the United States. 
In some instances children are kept in the 
hospital-school and given intensive treat- 
ment and education. In other cases, chil- 
dren are given check-up treatments in out- 
patient centers and the mother or some lay 
individual is taught specific therapeutic 
procedures to be carried on at home. There 
are both in-patient and out-patient units 
established in Maryland, Pennsylvania, 


1 Winthrop M. Phelps and Arthur T. Turner: 
The Farthest Corner. National Society for Crippled 
Children of the U.S.A. (now National Society for 
Crippled Children and Adults), Chicago, Ill., 1944- 

2 Ibid. 
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General Implications of Cerebral Palsy 


New Jersey, Illinois, Michigan, Wyoming, 
California, Connecticut, Kansas, and other 
states. In some states, monthly clinics are 
held in various counties for treatment 
check-ups and examinations, and in some 
cities public schools for crippled children 
now have special units for the cerebral 
palsied. 


Forms of Treatment 


The treatment of cerebral palsy is very 
complex. The form of treatment used for 
spasticity, for example, is entirely different 
from that used in athetosis, ataxia, rigidity, 
or tremor. The six fundamentals of treat- 
ment are physical therapy, occupational 
therapy, speech therapy, brace therapy, 
drugs, and surgery. These are best carried 
out in a unit set up especially for the care 
and treatment of the cerebral palsied, but 
at the present time this idealistic program 
is in existence in only one or two locations. 
Special types of apparatus—such as parallel 
bars for walking, special chairs made for 
maximum support and independence, spe- 
cial tables for eating and play, special 
kinds of spoons, forks, and knives—are pro- 
vided and must be altered and modified 
according to each child’s physical needs. 

All treatment is related to the basic im- 
pairment of function: in cerebral palsy the 
centers of the brain which would normally 
control automatic activities such as recipro- 
cation of the legs in walking, the reach and 
grasp motion of the arms and hands in 
eating, and the motions of the tongue and 
lips in speaking, are damaged or missing. 
It is necessary, therefore, to train other 
parts of the brain which are capable of 
learning skills to perform these normally 
automatic activities. These same parts of 
the brain are used, for instance, in learning 
to type or play the piano. These activities 
are acquired skills. Therefore therapy in 
cerebral palsy aims for the training of 
conscious control of the extremities and 
the learning of such normally automatic 
functions as placing one foot in front of 
the other in walking. 

In physical therapy, the child is put 
through exercises by the therapist to train 
and teach him passively, at first, the con- 
ception of normal motion. In spasticity, 
a child would have to be taught passively 
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how to move his extremities “through” the 
spastic condition. The athetoid would 
have to be taught conscious voluntary re- 
laxation of an individual muscle, prefer- 
ably one that is normal. Then he would 
be trained to relax voluntarily an athe- 
toid muscle, and then taught how to move 
the athetoid muscle or muscles with this 
conception of relaxation in mind at all 
times. The ataxic would have to be 
taught voluntary and conscious balance by 
learning to visualize his bodily position in 
relation to his environment, and in timing 
and spacing the motions of his arms or 
legs, lips or tongue. 

Occupational therapy utilizes the mo- 
tions trained and aimed for in physical 
therapy, in modalities which attempt to 
gain the interest and co-operation of the 
patient in learning these specific motions. 

Drug therapy 1s used chiefly as an ad- 
junct to physical, occupational, and speech 
therapy. There is no drug known at 
present which will perform the function of 
a “miracle” and effect a complete cure. 
Curare, which is a paralytic drug, is of 
value in specific instances where it is de- 
sirable to paralyze a muscle or group of 
muscles to assist the goal of the physical, 
occupational, or speech therapist. Pro- 
stigmine, which has received a great deal 
of publicity recently as the solution to the 
problem of cerebral palsy, is another ad- 
junct to the other therapies. Prostigmine 
creates a condition in which the muscles 
work better. However, in an athetosis 
where the arm or leg is moving about 
violently, prostigmine would only increase 
that motion. A spastic muscle which is 
hyperactive, tense, and “jerky” would be 
more hyperactive after the use of prostig- 
mine. Prostigmine does, in some instances, 
improve the condition of a patient with 
rigidity, because in this condition the 
muscles actually do not work well. Hyos- 
cine is used occasionally as a relaxant, 
usually in tremors. Other drugs are used 
in practically every case as a part of total 
therapy; they are not expected to cure nor 
are they capable of curing the condition. 

Braces and surgery are both used as 
parts of total therapy. Braces are used 
for controlling motion, correcting deformi- 
ties, and for general stability and support. 
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Night braces are often used on the lower 
legs during sleep to prevent further de- 
formity of the ankles and legs due to the 
weight of the bedclothes. Braces can be 
used in any type of cerebral palsy but 
their design and purpose may be different 
in each case. 

Surgery is of value in specific instances, 
especially in the spastic group. However, 
its indication is usually arrived at only 
after close examination and study since in 
some cases surgery has increased the handi- 
cap rather than improved it. Nerve and 
muscle operations are used chiefly in spastic 
paralysis to reduce the nerve impulses to 
certain muscles, lengthen the muscles, and 
so on. Orthopedic surgery in athetosis has 
been found to be practically useless. If 
an athetoid hand has a tendency to move 
in extreme extension and the extensor 
nerves are cut, reducing the power of the 
muscle or even eliminating it, the hand 
will continue its involuntary extension 
with whatever muscles remain available. 
Brain surgery in athetosis has been done 
in extreme cases, but the results are not 
entirely satisfactory or constant. After 
brain surgery the athetoid often develops 
a flaccid paralysis that eventually prog- 
resses to a point of fatality in some in- 
stances; or after a few years the flaccidity 
reverts to athetosis again. 


Relation to Mental Condition 


The mentality of children with cerebral 
palsy has been found to be good in 75 per 
cent of the total. Mental deficiency, when 
it is present, is usually found in the 
spastic and rigidity groups, due chiefly to 
the fact that in the spastic the damage or 
variation in brain structure is close to the 
intelligence centers, and in the rigidities, 
damage or faulty structure is diffuse in 
nature. Mental testing of the cerebral 
palsied is extremely difficult because the 
response mechanisms of the patient are 
handicapped and slowed by the cerebral 
palsy. Standard psychological tests are 
based on speech and action response to 
questions and situations within certain 
time limits. A spastic, for example, may 
be unable to co-operate, although he has 
the mental capacity, because he is unable 
to speak quickly or to get his hand down 
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to the table. An athetoid may understand 
a command to pick up an object and place 
it in a designated position, but it may 
take him ten or fifteen minutes to direct 
proper arm motion to carry this out. His 
arm may wave over his head entirely out 
of control and never be brought down to 
the proper activity. An ataxic child in 
attempting to focus his eyes in concentra- 
tion for any length of time will become 
dizzy and nauseated so that his attention 
span will seem short and limited, and his 
interest and ability lacking. Problems in 
educating these children are similar to 
those met with in mental testing and must 
be solved by teaching them “around” their 
specific handicaps. 

Cerebral palsied children with unrecog- 
nized, hidden handicaps such as auditory 
disturbances of pitch deafness, visual 
handicaps, and sensory handicaps are fre- 
quently termed feeble-minded. However, 
when these handicaps are recognized and 
educational methods are used _ simi- 
lar to those used for deaf or blind children, 
the cerebral palsied make good progress 
regardless of their crippling condition. 
These children may be mentally retarded 
because of their handicap, for they 
have been unable to explore, experi- 
ment, taste, feel, and generally investigate 
the world around. This condition, how- 
ever, should be distinguished from actual 
mental deficiency. Mentally retarded 
children are usually able to learn at a fairly 
normal rate of speed, year for year, with 
special education. A mentally deficient 
child may be unable to learn at all, or very 
slowly with a definite limit of total 
learning. 


Family Problems 

The general problem faced by the 
families of these children is an acute one 
and one in which the social worker can and 
should be active. Most parents do well 
under the circumstances with guidance, 
and ideally that guidance should be from 
a team of professional persons including 
the doctor, therapists, psychologist, teacher, 
and social worker. Often the good work 
done by one or more of these professional 
people is entirely undone in the home. 
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Mothers of Children with Cerebral Palsy 


Parents tend to treat their cerebral palsied 
children like ill children or infants, re- 
gardless of their actual physical health and 
age. 

°F irst of all, the parents should be assured 
that the child’s condition is nothing they 
could have prevented, and it should not 
be the cause of guilt or remorse. Serious 
family friction has sometimes resulted from 
blame placed by one parent on the other, 
or complete misunderstanding of the causes 
and implications of cerebral palsy. <A 
parent should be no more ashamed of a 
cerebral palsied child than he would be 
of a child with poliomyelitis or a broken 
arm. Because of the child’s appearance in 
severe conditions, this attitude is difficult 
to achieve and should be worked toward 
constantly. It can be accomplished only 
with great understanding and assistance 
from the social worker in close co-oper- 
ation with the doctor. 

Families should also be helped in the 
general care and discipline of the cerebral 
palsied child. Because the child has an 
additional burden in adjusting to the 
world his training should receive special 
attention. The cerebral palsied child 
should be regarded as a normal child in 
so far as possible in relation to his place 
in the family. The handicapped child is 
often clever and may rule a family group 
completely, being able to control every 
situation to his own fancy. Because he 
appears to be so helpless and pathetic, 
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parents sometimes find it impossible to be 
firm with him or to deny any wish. Speech 
therapy, or any of the other forms of 
therapy, may be entirely blocked by the 
attitude of the family in the home. At the 
treatment center the child may be taught 
to speak, but in the family group he may 
not talk because he has no need to. His 
wants and needs are too ably anticipated 
by the family. 

The general problem of cerebral palsy, 
as can be seen, is extremely complex, and 
involves close co-operation and guidance 
from the orthopedist, neurologist, pediatri- 
cian, the occupational, physical, and speech 
therapists, public health nurses, sight and 
hearing specialists, psychologist, teacher, 
and social worker. More public education 
is needed so that these patients will be ac- 
cepted by everyone more readily. Voca- 
tional rehabilitation for adults should also 
be developed. The child and the adult 
crippled by any form of cerebral palsy 
should be helped by the professional team 
in adjusting to the family, school, occupa- 
tional, and community circles. He should 
be assured a maximum opportunity for the 
education and physical rehabilitation of 
which he is capable as an_ individual. 
Cerebral palsy cannot be cured in the 
strict sense of the word, but guidance and 
treatment and education should attempt 
the most complete rehabilitation possible. 
In many instances it can be successful and 
gratifying to all the persons involved. 


Group-Casework Experiment with Mothers of Children 
with Cerebral Palsy 
Regina Elkes 


The author is District Secretary of the Flatbush District, Brooklyn Bureau of Social Service, 
Brooklyn, New York. 


FoR MANY YEARS family agencies have 
been aware of individuals in the commu- 
nity who could use casework help but who, 
for a variety of reasons, do not come to the 
agency. Much effort has been made to 
interpret the services of the family agency, 
but there are many people who, though 
realizing they have problems, are not aware 
that casework service can be of help to 


them. This paper is an attempt to describe 
an experiment in offering help to a small 
group who had not asked for help. The 
method was one of group discussion, which 
seemed to have value as an experience. 
The Brooklyn Visiting Nurse Association 
operates a treatment center for children 
with cerebral palsy. Cerebral palsy may 
be described as a disturbance in motor 
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function manifested by combinations of 
paralysis, spasticity, and involuntary move- 
ments. ‘Though statistical surveys are in- 
complete, it is believed that as many 
persons are handicapped by cerebral palsy 
as by infantile paralysis, but facilities for 
treatment are painfully inadequate. 

Physical therapy for children with cere- 
bral palsy is difficult. It requires the 
services of a highly skilled nurse, and the 
close and continued co-operation of the 
handicapped child and his parents. In 
the course of their work with these chil- 
dren, the nursing staff of the V.N.A. were 
acutely conscious of the many difficulties 
the mothers of these patients were having. 
The nurses were concerned not only be- 
cause this interfered with treatment but 
because the whole life of the family was 
often affected by the presence of the handi- 
capped child. Some of the mothers who 
brought the children for treatment gave 
many evidences of disturbance but they 
were as a rule not interested in referral 
to a family agency. Many raised questions 
which the nurses felt indicated their deep 
concern. Though the nurses tried to 
respond to this need, they were convinced 
that a different sort of help was required 
and consulted the Brooklyn Bureau of 
Social Service about the possibility of a 
caseworker’s meeting with a group of 
mothers at the V.N.A. office when the 
children were brought for treatment. 

It is important for a caseworker planning 
to work with such a group to inform her- 
self as fully as possible about the illness 
in question, for much of what we know 
about the normal child and his psychologi- 
cal needs is not applicable to the child with 
cerebral palsy. For example, the spastic 
child’s experience in being handled and 
fondled as an infant is uncomfortable and 
even painful so that he does not respond 
to such expressions of affection. Erroneous 
information, based on generalized knowl- 
edge, may complicate rather than ease the 
situation. 

It was arranged with the V.N.A. staff 
that there would be four meetings, each 
lasting an hour, with the mothers of the 
children known to them and receiving 
therapy for cerebral palsy. Though it was 
agreed to limit the group, actually the 
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number attending was smaller than anti- 
cipated, with only six mothers attending 
the first session. These six continued 
faithfully throughout the entire time. 
However, several other mothers joined the 
group intermittently so that at one meet- 
ing there were ten or twelve mothers 
present. 

In retrospect, I question how helpful 
these meetings were for those who attended 
only occasionally. Despite efforts to re- 
capitulate the content of earlier sessions, 
they did not get the feel of them. Besides, 
they detracted from the cohesiveness of the 
group, creating something of a problem in 
leadership. I sensed, too, some resentment 
on the part of those regularly attending 
toward these “newcomers,” especially 
toward one who was particularly aggres- 
sive and took up a good deal of time. 

A member of the V.N.A. staff who had 
the chief responsibility for the children’s 
orthopedic program was present at all but 
one meeting. It was a tremendous help 
to have her, for there were many questions 
about medical care and _ physiotherapy 
which, despite my reading, I was not 
equipped to answer. She contributed 
her specialized knowledge, volunteering 
additional information when it was 
needed. 

. The attitudes of the mothers in the group 
were as varied as the problems the children 
presented, despite the fact that the young- 
sters were all handicapped by cerebral 
palsy. One mother, who seemed well 
adjusted herself and was fully aware of the 
serious physical problems of her child, was 
working responsibly toward improvement 
of his condition, as well as putting a good 
deal of effort into improving through 
group action the pitifully inadequate 
facilities for children with cerebral palsy. 
At the other extreme was one mother so 
completely overwhelmed that she had 
turned over most of the care of her 
child to a relative, and had become in- 
creasingly dependent on this relative her- 
self, so much so that the relative accom- 
panied her to the one meeting she at- 
tended. However, it was my feeling 
that, as one would expect, the mothers in 
this group were more emotionally upset 
than one would find in an unselected 


group. 
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Most of the children ranged in age 
from 3 to about 10 years, though the larger 
part of the group had youngsters of pre- 
school age. One child was only slightly 
handicapped (he had a brace on his leg), 
while others were so seriously handicapped 
that they were unable to talk intelligibly 
and had to be carried around. These differ- 
ences in the physical conditions of the 
children meant that at points the matters 
under discussion were not of equal import- 
ance to the whole group. It also had a 
psychological effect on the individual 
mothers, with one mother seemingly feel- 
ing herself in the role of a doubly put upon 
person when she saw that some of the 
mothers had less difficulty than she did. 
On the other hand, the mother of the 
least handicapped child became acutely 
conscious of how much better off her child 
was than others. From a good deal of self- 
pity in the first session, she changed her 
attitude quite remarkably. She lessened 
her complaints, toned down her statements 
of what her son could do (so the others 
would not feel so bad, she told me pri- 
vately), and generally contributed with 
sensitivity and awareness to the group, at 
the same time getting help in the areas 
of her own concern. 


First Session 


The first session started with my telling 
the group who I was, what I did, and what 
my area of competence was. I was aware 
of their own concern about their situation, 
since they had made the effort to come in, 
but from them I would need the specifics 
of what they wanted to discuss. I out- 
lined the plan in terms of the number of 
meetings, time, and tentative subject 
matter. I picked up the ambivalence that 
was so evident in their expressions—their 
wanting so badly to find a solution to the 
serious difficulties they were facing and 
yet their pessimism about anyone's really 
being helpful. Though I knew about 
children and had learned something of 
the particular handicaps their children 
had, I knew they must be thinking that it 
was easy enough for me to talk; I didn’t 
have to live with the children. Here, the 
kind of doubting attentiveness dissolved a 
bit—a smile, a sorrowful nod of agreement. 
I went on to say that I was sure they had 
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been told by everyone that their children 
should be handled with patience and 
gentleness. I wondered really how they 
could be eternally patient. It was not 
normal. I felt that sometimes their im- 
patience must well up and spill over, and 
that they might grab and push their chil- 
dren, and afterwards would remember the 
admonitions of doctors and nurses and feel 
extremely guilty. 

With this much acceptance from me, 
they went ahead to discuss their feelings, 
and there was great intensity and emotion 
in the discussion. They talked for the 
remainder of the time about the demands, 
physical and psychological, that having a 
handicapped child made on them. It was 
true that they became impatient and that 
they felt guilty. It seemed as though no 
one understood—neither physicians and 
nurses, who seemed to care only about the 
child’s getting the therapy he needed, nor 
neighbors, who thought the child queer; 
not even their husbands. 

In the discussion of their husbands, there 
was particular feeling. Some of the men 
would take no responsibility for the extra 
care involved, and we discussed the rea- 
sons for this. The women were able to 
identify a little with their husbands’ atti- 
tudes, and they were able to face to some 
extent that they, too, had some problem 
in accepting this responsibility. I sug- 
gested that many parents whose children 
were “different” in any way had some feel- 
ing of guilt for what had happened to 
their children. Perhaps in their own cases 
it had been implied that either they were 
at fault, or that they should have married 
other partners, and then this tragedy might 
not have occurred. I said that there was of- 
ten a swinging between self-blame and 
voiced or unvoiced suspicion that it was the 
other person’s fault. It was clear from their 
faces that this was a question in which 
they were deeply involved. I spoke then 
quite definitely of my reading in this area, 
and the fact that there is absolutely no 
evidence that cerebral palsy is an inherited 
condition, nor is there any evidence that 
either parent is in any way responsible. 

The relief in hearing this statement, 
which I think they accepted, intellectually 
at least, as true, was enormous. It released 
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a flood of talk about many aspects of the 
problem. I brought the discussion back to 
what—once they were straight in_ their 
feelings that neither was to blame—they 
could do about both sharing extra respon- 
sibility. I asked them whether their hus- 
hands knew how to do the _ necessary 
physical therapy. It appeared that most 
of the men did not. ‘This was discussed 
with the V.N.A. representative and it was 
suggested that some provision might be 
made for the men in the family to receive 
instructions. This idea seemed feasible 
both to the nurse and to the mothers 
involved. 

With the active participation of the 
group I now summarized the discussion 
and together we worked out what was of 
further concern to them. They decided 
that they would next like to discuss the 
matter of discipline. 


Second Session 

A few additional mothers joined the 
group the following week. Interestingly 
enough, two of the original group who had 
a normal child as well as a handicapped 
one, brought the normal child with them. 
One mother held her normal baby in her 
arms throughout the meeting. The mother 
of the least severely handicapped youngster 
also had him in evidence, at a_ later 
meeting. 

After a brief recapitulation of our first 
meeting for the newcomers, which was 
chiefly done by the members of the group, 
I asked about the disciplinary difficulties 
they had encountered. They started with 
many questions: How can I make my child 
go to bed? How can I make him eat? And 
so on. After some description of their 
difficulties with their own particular child, 
these could be summarized as: How can 
I have an obedient child and how can I 
develop in my child some self-discipline? 

I reviewed some of the phases in the 
development of the normal child and the 
negativism that is part of maturing in any 
youngster (receiving corroborative details 
from the mothers). Together we agreed 
that bringing up a child is a difficult job 
in any case, but that helping a child with 
cerebral palsy achieve emotional maturity 
has many additional difficulties. I won- 
dered what they saw as some of their par- 
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ticular problems. They began to list the 
limitations imposed on the mother by the 
child’s physical condition. The child 
could not be slapped or spanked if he be- 
haved badly; if crying made the child emo- 
tionally upset, there was the danger of his 
not eating, and the doctors say nutrition 
is very important; the interference of 
relatives was another handicap. I gave my 
full appreciation of how doubly difficult 
these factors made the problem of dis- 
cipline, but I could not help wondering 
(and this I said with some _ lightness) 
whether the only solution was just to give 
up. Perhaps when it seemed so impossible 
to find a solution, the only answer would 
be to let the handicapped youngster really 
run the house and the family as_ they 
seemed to be doing! 

It turned out that the picture was not 
quite so black as had been painted. First 
one mother, then another contributed her 
experience in handling a given problem 
successfully. These solutions were ex- 
amined by the mothers of the group, tested 
against their own problems, and some were 
accepted, others rejected. I offered some 
of my knowledge of effective disciplinary 
methods in general and mentioned some 
of the methods I had read about which are 
especially appropriate for youngsters with 
cerebral palsy. 

After some discussion, I summarized 
some of the practical suggestions made, 
pointing out that these had, on the whole, 
come from the group. Yet, though they 
had these practical solutions at their com- 
mand, something blocked them from using 
them. What was it? Here they needed 
a good deal of help from me in examining 
their feelings. One mother could express 
quite quickly that it seemed pretty brutal 
to hurt a child that life had already hurt 
so badly. People thought you were being 
cruel and sometimes they even interfered. 
We tried to break this down a bit, slowly 
coming to a recognition of their feeling of 
guilt because of their hostility to these 
youngsters, and their fear that they might 
actually lose control of themselves. I sug- 
gested that such feelings are natural, that 
sometimes one becomes angry or annoyed 
at a physically normal child. Children— 
any children—do get on your nerves and 
such hostility is human on occasion. I 
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could see where all the pressure, external 
and internal, might tile them up in knots 
and, like the steam in a sealed kettle, 
it just had to go some place. With that, 
they discussed how they took it out on 
their husbands, their other children, and 
even in subtle ways on the handicapped 
youngster. I wondered if they didn’t take 
it out on themselves. One mother, who is 
receiving psychiatric treatment, saw 
quickly what I meant, and gave an ex- 
ample. Another mother mentioned her 
headaches, and soon most of the others 
were contributing to this discussion of 
their own self-punishment. One, who 
seemed considerably better adjusted than 
the others and quite conscious of what 
she did in relation to her family, men- 
tioned how she had prolonged a cold (or 
rather continued to stay in bed when it 
was no longer necessary) so that others 
would learn to take over some of the re- 
sponsibility. She added that it seemed 
a pretty good idea. The others were 
amused, a little shocked, and somewhat 
approving. But what they evolved from 
this was some affirmation of their rights as 
individuals and as parents and some ac- 
ceptance of the part of them that does 
reject their handicapped children. 

The problem of relatives who alter- 
nately spoil and neglect the youngsters 
came up. These mothers need to depend 
on their relatives for occasional care for 
the children. They cannot be left alone, 
and they present real problems, physically 
and psychologically, for the mother who 
must take the child out of the home with 
her. In light of this real need for help 
from relatives, and in light of our earlier 
discussion about the rights of parents, sev- 
eral of the group figured out how they 
might handle their personal situations. 

After a brief review of our discussion of 
the hour, we decided to discuss the chil- 
dren’s school and social adjustment at the 
following meeting. 


Third Session 


In this third meeting we encountered 
many difficulties. First, one of the new 
members was a very aggressive person, and 
her child, older than the rest and not too 
severely handicapped physically, was defi- 
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nitely a problem in other ways. She 
monopolized the discussion and she seemed 
impervious to the hostility of the group 
and my own efforts as leader. I think my 
increasing impatience with her and my 
confusion as to how to handle the situation 
made an already difficult situation more 
difficuit. 

An additional difficulty in focusing dis- 
cussion was that differences in age, physical 
condition, and perhaps in_ intelligence 
made the problem of school and social ad- 
justment for each child an individual mat- 
ter. Most of the discussion was pretty 
specific—the type of school adjustment the 
individual youngster might make, the 
preparation of the child, the teacher, the 
necessity of expecting the best of the child 
without demanding more than he could 
do, and how some knowledge of the young- 
ster’s limitations could be obtained from 
the doctor and the psychologist. 

There was discussion, too, of the fact 
that these youngsters tire more easily than 
others, and the V.N.A. nurse was most 
helpful in advice about routines and 
equipment. We also talked about what 
might be possible in terms of social con- 
tacts which for each of the children would 
be somewhat different. Though much of 
this was helpful and necessary in the prac- 
tical area, I think the few points on which 
we reached questions of feeling were ulti- 
mately of more value. One mother, whose 
every effort to do something about her 
child’s social life evidenced a need to deny 
to herself that her child was different, and 
to force the world to accept her child as 
normal, was by the end of this hour facing 
the reality (I am quite sure in feeling as 
well as intellectually) and was planning 
for her child as a youngster with limita- 
tions. Early in the session I had mentioned 
the normal drive of the parent for the 
child to succeed not only for itself but to 
be a credit to the parent, and how few 
satisfactions these youngsters offered a par- 
ent to compensate for the extra trouble 
they caused. This remark released at this 
early point much feeling about the lack of 
satisfaction in bringing up such children, 
how even the normal desire to be affection- 
ate on occasion is not possible with at least 
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some of them, because it is painful for the 
child to be handled. However, by the end 
of this meeting, several positive things had 
been brought out—the pleasure in the im- 
provement in one child's speech, the joy in 
watching another learn to walk, and the 
triumph of one mother in her youngster’s 
more than adequate performance in school. 
This last mother’s contribution about the 
schoo] situation meant much to the others, 
whose children were, on the whole, 
younger, for there had been a lurking fear 
that their youngsters were feeble-minded. 
After a frequently interrupted attempt at 
summary, we agreed that we would try to 
discuss the following time any uncovered 
questions. 


Final Session 


On this fourth occasion, I could sense a 
new easiness in several members of the 
group, though one person, who previously 
seemed very upset, was still tense and cried 
occasionally. Just before we started dis- 
cussion one mother mentioned the differ- 
ence in how she felt, and others added 
their agreement to this and spoke of the 
value the discussion of specifics had been 
to them. Though several specific prob- 
lems were raised at this final session and 
the discussion was interesting, the atmos- 
phere seemed less tense and the group as a 
whole seemed to have less drive for me to 
solve all their hundreds of remaining 
problems. We discussed how very real the 
problems were. The very upset mother 
mentioned how often and how seriously 
these children became ill. I knew this to 
be so, knew, too, that sometimes one 
would feel that it would be simpler and 
better if they did not recover. Several of 
the group acknowledged these occasional 
feelings, but they seemed to accept the 
naturalness of the fact that they might 
sometimes feel this way without its being 
their whole feeling. 

We talked, too, of how on occasion the 
whole thing might seem too overpowering 
and discussed sources of help. I spoke of 
the family agency program, and its varied 
help in the community, and several were 
interested enough to write down the 


agency telephone number, “just in case.” 
There was talk, too, of the necessity for 
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more facilities for the training of the child 
with cerebral palsy, and several of the 
mothers raised questions about the group 
that exists for this purpose and expressed 
an interest in joining it. 

Since our time was nearly up, I went 
over, with the help of the group, the main 
things we had covered. 


Value of Meetings 


It is hard, of course, to evaluate how 
much help any one person received from 
such a group experience. In the course of 
the meetings, one mother, who needed 
help in practical planning, did consult me, 
and at my suggestion applied to the family 
agency. Another mother clearly needed 
help for herself but whether she consulted 
the family agency I do not know. The 
V.N.A. felt the experiment was worth- 
while, and that it would be worth repeat- 
ing with a different group of mothers. The 
nurses reported that several of the mothers 
showed marked decrease in tension so that 
treatment was proceeding more evenly 
and effectively. 

Having these meetings under the aus- 
pices of the V.N.A. seemed particularly 
sound. The nurse, representing as she 
does the medical profession, is a symbol 
of authority. By her presence, there is 
tacit approval of the naturalness of the 
ambivalent feeling expressed. For example, 
at one point during the discussion, one 
mother raised her problem in getting her 
child to co-operate in the necessary daily 
exercises, “Sometimes he just does not want 
to.” The fear of missing even one day of 
treatment created considerable anxiety. 
The nurse agreed with me that, though 
regularity of exercise is important, not 
much would be accomplished by at- 
tempting to forcé the child, if he is deter- 
mined, on occasion, not to co-operate. This 
led, naturally enough, to the fact that 
sometimes a mother is too busy, too tired, 
or in no mood to give the necessary time 
to these exercises. Though all the mothers 
in the group had occasionally skipped the 
exercises, they had much anxiety and guilt 
about it, feeling that they might be doing 
some serious damage to their children. On 


“occasion they gave the therapy despite their 


reluctance but, because their own resist- 
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ance was obvious to the youngster, little 
was accomplished on that occasion and the 
child was less co-operative the following 
day. It seems probable that the discussion 
on this point, which had the V.N.A.’s ap- 
proval, made it possible for these mothers 
to see home treatment more realistically as 
important but not a matter of life and 
death. 

‘This project seems to have had definite 
educational values—specific information, 
which might otherwise not have been 
available to the mothers, was presented to 
them, and was given support by the at- 
tendance and participation of the nurse. 
The leader's psychological awareness and 
help were reinforced by the group's contri- 
bution, so that the recognition of sharing 
a common burden and of the possibility 
of common solutions seems to have had 
real meaning. Such a small group is 
probably a more comfortable one for the 
caseworker to deal with than a larger one. 
It has many advantages, too, over a single 
meeting with a group of parents who 
naturally have many questions after such a 
meeting which cannot be answered and 
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many reactions which cannot be handled. 
Such a series of meetings gives the mothers 
a chance to participate in planning the 
content of discussion and focusing future 
meetings on their chief areas of concern. 

These meetings also have their therapeu- 
tic aspects. The limitations on the discus- 
sion arising naturally from the specific 
nature of the problem seem to put such 
meetings well within the caseworker’s area 
of competence. 

It would seem possible to use such a 
group approach with other mothers who 
are confronted with specific problems in 
their children. It might, for example, be 
of value to mothers whose children have 
physical conditions such as rheumatic heart 
disease or diabetes. Mothers of dull chil- 
dren might also find it worth while to dis- 
cuss their problem. There are probably 
many ways of varying this approach and 
numerous groups with whom it can be 
used. Group-casework would seem an 
opportunity for the family agency to reach 
members of the community who do not 
come to it in the usual way and yet could 
benefit by such help. 


Race as a Factor in the Caseworker's Role 


Inabel Burns Lindsay 


The author is Director of the School of Social Work, Howard University, Washington, D. C. 


CONSIDERABLE ATTENTION has been di- 
rected recently toward racial and cultural 
differences as factors in the practice of case- 
work, especially as applied to members of 
minority groups. The exploration and 
study of these factors is evidence of an in- 
creasing professional concern with one 
facet of a complex social relationship and a 
desire to improve casework’s effectiveness. 

In considering race or minority status as 
one factor in the dynamics of personality, 
the behavior observed in our clients has 
received most emphasis. Somewhat less 
attention has been given to minority status 
as a factor in the administration of services 
—that is, as a component in the profes- 
sional behavior of the worker. In no other 
area is the need for self-awareness greater 
and nowhere else is there more possibility 


of the worker’s losing objectivity, accuracy, 
and sensitivity. American cultural patterns, 
being what they are, make it relatively easy 
for social workers—like others—to ration- 
alize, obscure, or otherwise evade un- 
healthy attitudes and reactions in them- 
selves. In no other phase of the worker- 
client relationship is depth and reality of 
“self-awareness” of the worker more essen- 
tial nor does any aspect hold more promise 
for real progress. It is necessary to work 
diligently at achieving it, however, and to 
face the prospect of relinquishing—perhaps 
with some difficulty—parts of our very 
selves. As Dr. Horney says in her preface 
to Our Inner Conflicts, “Progress . . . can 
only be made the hard way, by including 
ourselves and our difficulties.” } 


1 Karen Horney: Our Inner Conflicts. 
Norton, New York, 1945, p. 7. 
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This is not to say that human beings 
of any given race or color react only in 
terms of race. Given similar conditioning 
influences, Negro and white more than 
likely emerge with similar personality 
structure. In this discussion, there is no 
attempt to describe a “Negro reaction” or 
a “white reaction.” There is only an at- 
tempt to explore within our own culture 
some of the reactions, conscious and un- 
conscious, of caseworkers themselves, white 
or colored, to the inescapable factor of race 
in professional relationships. 

Caseworkers, like their clients, are cul- 
turally conditioned by the environments 
in which they grow up. The environment 
includes, of course, not only the physical 
and economic milieu but also the social 
values, the personal feelings and attitudes. 
The latter, learned primarily in the family 
setting, are of vastly greater importance 
than the former in the future professional 
behavior of the worker. Racial attitudes 
usually reflect some of the mores of the 
geographical area in which the individual 
spent his early life. The more rigid restric- 
tions found in the Deep South toward 
members of minority groups are more diff- 
cult to resolve in the caseworker’s thinking 
and emotional responses than the existent 
but more flexible restrictions of northern 
centers. Richard Sterner, in The Negro’s 
Share, quotes a white southern social 
worker of seemingly good intent as justify- 
ing the relief differentials of her agency by 
saying that “ Negroes are less able than 
whites to handle money wisely.”? The 
racial philosophy of the area may be so 
rigidly restrictive that, in order to function 
at all, workers may be forced to accept 
some compromise. With regard to the 
belief that “all Negroes are immoral,” 
Gunnar Myrdal says that “ Even 
though it is unlikely that professional wel- 
fare workers in the South would be taken 
in by such exaggerated notions, many of 
them, particularly in rural areas, may have 
to follow a compromise policy, the actual 
meaning of which is that Negro children 
are punished for the real or imaginary 
faults of their parents.” 3 (The italics here 
are mine.) 


2 Harper and Brothers, New York, 1943, p. 7. 
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Schools of social work recognize the im- 
portance of a_ social work philosophy 
thoroughly grounded in practical democ- 
racy and attempt to help students acquire 
positive attitudes in this regard. In the 
field) practice of most schools, there is 
usually the requirement that one or more 
Negro cases be included in the case load of 
the young student. That this does not 
automatically guarantee a philosophy in 
practice which accepts the individual na- 
ture of behavior without regard to skin 
color is constantly demonstrated in later 
experience. Workers of good will and 
excellent capacity still often fall into the 
error of thinking of clients of minority 
groups first of all as members of those 
groups rather than as people with prob- 
lems. That such action is unconscious 
makes it none the less a barrier to a con- 
structive relationship between worker and 
client. In a paper delivered at the 1946 
meeting of the National Conference of 
Social Work, Mrs. Ruth Smith pointed out 
that the white caseworker who says to 
herself, “‘ ‘I have a Negro client’ . . . imme- 
diately sets into motion all the attitudes 
and feeling tones she has acquired in her 
own life, both consciously and uncon- 
sciously.”. Negro workers, too. may use 
the commonly accepted patterns of race 
relations in the United States as bases of 
unrealistic professional behavior with cli- 
ents of their own or different racial iden- 
tities. For example, the Negro worker 
who takes for granted the inability of a 
Negro client to find employment in a pe- 
riod of depression, because “Negroes are 
always the last hired and first fired,” may 
only be fiiting into the client’s dependency 
needs in an unconstructive way. 

There is conflict in theory and practice 
growing out of an ideology paradoxical 
in its principles of “freedom, justice, equal- 
ity” for all and its rigid, though sometimes 
unconscious, adherence to a caste system 
that excludes a goodly proportion of fellow 
Americans from these rights solely on the 
basis of color. The pain resulting from 
conflict—especially when the decision ar- 


8Gunnar Myrdal: An American Dilemma. 
Harper and Brothers, New York, 1944, Vol. 1, 


p. 360. 
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rived at is apt to put us on an unpopular 
side in an issue—is sufficient justification 
for some of the rationaif:ations — re- 
garding minority groups which caseworkers 
indulge in. One such rationalization finds 
expression in acceptance of lower relief 
grants to Negroes in some localities with 
the soothing thought that Negroes are 
usually in lower paid occupations when in- 
dependent and, therefore, having less to 
live on normally, will not suffer so much 
from inadequate relief. Or that the pa- 
tient in the segregated hospital waiting- 
room is accustomed—below the Mason- 
Dixon Line at least—to separate facilities 
in schools and stores and will probably 
“feel more comfortable” with “his own 
group.” 

The worker whose own potential con- 
flict is thus lulled to inexpression by these 
rationalizations loses one after another 
opportunity for growth experiences and 
through them professional and _ personal 
development of a most helpful kind. She 
also loses an opportunity to help clients 
recognize and handle their feelings of hos- 
tility, impotence, fear, and so on, which 
may frequently be rooted in the adjust- 
ment to minority status. Even the worker 
who is keenly sensitive to clients’ reactions 
to their immediate environments  fre- 
quently lacks insight into her own response 
to influences that are a part of the pattern 
of everyday life. Such lack is not at all a 
matter of skin color for it may characterize 
workers of any group. 

In the area of cultural self-awareness it is 
peculiarly difficult to achieve the quality 
and degree of insight which usually char- 
acterize other aspects of the casework rela- 
tionship. What Gunnar Myrdal describes 
as the “American Creed” * is obviously so 
far from realization that it is much more 
realistically thought of as an ideal than a 
matter of practice. Then, too, the danger 
of being identified by an unpopular label 
or of being thought a “little queer” if one 
dares to attempt implementation of a 
democratic philosophy is an ever present 
one in the life of a white social worker who 
takes the “Creed” seriously. Nevertheless, 
there are increasing numbers who, by tak- 


‘Ibid., p. ff. 
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ing such action, give evidence of their pro- 
fessional growth. 

For these and others who would make 
the attempt to achieve real professional in- 
tegrity, some analysis of what self-aware- 
ness regarding racial and cultural attitudes 
involves is herewith attempted. 

My analysis of the problem has led me to 
believe there are four basic components in 
achieving “self-awareness” in relation to 
minority status. These are (1) exploration 
of one’s own attitudes in relating to minor- 
ity groups and individuals; (2) recognition 
of one’s patterns of behavior and _ their 
effect on relationships with other persons; 
(3) evaluation of what the patterns mean 
in terms of motivation; (4) utilization of 
increased awareness to adopt new patterns 
or to reinforce constructive patterns al- 
ready established. This process of self- 
study applies to the caseworker’s under- 
standing of her own behavior in relation 
to race, whether it is her own or her client’s 
skin color that differs from the majority 
group. 

The act of exploration and achieving 
this kind of self-awareness consists in prob- 
ing into one’s own reactions and _ beliefs 
associated with race. This deliberate ex- 
cavation of parts of ourselves first may 
bring up the easily accessible or conscious 
beliefs, while more persistent effort is 
usually required to unearth some of the 
more submerged ones. Help from the 
supervisor and sometimes from the psy- 
chiatric consultant is needed. That the 
process is not without considerable pain 
goes without saying. 

Miss G, a young caseworker in a large industrial 
center, located geographically in a border area, 
accepted enthusiastically an opportunity to work 
with a new supervisor who happened to be a 
Negro. In one conference with the supervisor, 
however, Miss G, in discussing a Negro client from 
a more economically privileged level, exclaimed 
that she felt very sorry for Negroes of higher 
economic and social classes and that if she herself 
had to be a Negro she would prefer to belong to 
the most underprivileged group since they never 
had the opportunity to know what they were 
missing. A little more exploration of Miss G’s 
feelings in this area disclosed that one of her 
parents was from the Deep South and the other 
from a northern city, and—as Miss G put it—“They 
fought the Civi) War over again every day!” Since 
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it was evident that her own confusion reflected 
vacillating loyalties to the two parents, she was 
encouraged to think further of what her own 
feelings meant in her relationships with her Negro 
clients. From the one parent she had adopted the 
belief that individuals deserved equality of oppor- 
tunity without regard to race, and that members 
of the majority group were under some obligation 
either to supply such opportunities or to “make 
up for” their lack. On the other hand, there were 
doubts in her mind as to the competence of so 
underprivileged a group as Negroes to face the 
obstacles and discrimination which accompanied 
entry into active economic competition. She was 
finally able to see that, out of some sense of guilt at 
the old injustices to a helpless people, she was at- 
tempting to compensate by overgenerous but not 
intelligently administered relicf. Also, the picture 
from the other side of the family, related to a 
stercotype of the past picturing happy, carefree, 
ignorant Negroes dependent for their maintenance 
upon a generous paternalistic master, made this use 
of relief seem relatively acceptable. It also afforded 
some easing of any feeling of guilt at her own 
greater identification with the parent of opposite 
belief. 


That there is frequently need for ana- 
lysis of the Negro worker’s feelings about 
Negro clients is evident from records dis- 
closing biases ranging from defensive over- 
identification to resentment against the 
client whose behavior happens to reinforce 
all unintelligent stereotypes concerning the 
race. Here, as elsewhere, the personality 
of the individual is important, but in the 
process of racial adjustment several pat- 
terns of response are frequently revealed. 
Dr. Charles Johnson classifies the major 
types of responses with which Negroes meet 
racial discrimination as (1) acceptance, (2) 
avoidance, (3) direct hostility and aggres- 
sion, and (4) indirect or deflected hos- 
tility.® One would hope that personal 
insight gained through training and ex- 
perience would result most frequently in 
the first of these responses on the part of 
Negro caseworkers. By assuming accept- 
ance as the most healthy response it is not 
at all intended to convey. an acceptance of 
one’s self or one’s race as inferior. One can 
agree that the existing social order involves 
certain patterns of race relations without 
accepting in one’s own individual phi- 
losophy and belief that these patterns are 


5 Charles S. Johnson: Patterns of Negro Segrega- 
tion. Harper and Brothers, New York, 1943, p. 243. 
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desirable or right. Acceptance of a fact 
such as racial discrimination means facing 
it and may open the way to doing some- 
thing to remedy an undesirable situation. 
It appears, however, that here, as else- 
where, the emotional motivation of the 
worker must be taken into account and 
that the needs for security, recognition, 
self-esteem, and so on will be potent in- 
fluences in the attitudes shown. If the 
needs for self-esteem and recognition are 
unusually dominant, they may be accom- 
panied by corresponding feelings of shame 
and humiliation at the lack of evidence of 
the same drives displayed by clients of the 
same race. There is, of course, implied 
identification with the client. But again 
an explanation of this as deriving from an 
American culture which says that “all 
Negroes are unambitious” is understand- 
able. A young Negro social worker ap- 
plied to a school of social work for further 
training. A_ professional social worker 
commented in her letter of reference that 
the applicant’s chief disability seemed to 
be that she “tended to set up standards for 
her clients, especially those of her own race, 
which were usualiy beyond their immedi- 
ate ability to achieve and she felt frustrated 
when the inevitable happened.” In the 
following illustration the worker herself 
recognized that her own motivation was 
interfering in the relationship with the 
client. 


Miss A, a Negro caseworker, had considerable 
prestige among her co-workers and enjoyed it, pos- 
sibly beyond warranted limits, since it afforded 
unique status in the agency and in the district 
where she was the only Negro worker. In agree- 
ment with the traditions of the community, the 
agency assigned only Negro cases to Negro workers, 
but Miss A found this no barrier to happy per- 
sonal and professional acceptance by other staff 
members. However, among the clients served by 
Miss A was an exceptionally unprepossessing, slov 
enly, unambitious client, also a Negro, who was 
personally so objectionable in the waiting-room 
that she occasioned comment on all trips to the 
office. Miss A’s lack of progress with this client 
was in striking contrast to the skill which she 
showed with most of those whom she served. Miss 
A recognized her own disturbed reaction to this 
client and set out to analyze it. Honestly facing 
herself, she finally realized that she felt her own 
prestige jeopardized by this client. 














Race as a Factor in Caseworker's Role 


Unfortunately, because of agency prac- 
tice in assignment of cases, there was not 
opportunity to know whether this worker 
might have reacted in the same way toward 
a white client presenting similar behavior. 
If this were true, one would probably have 
discovered in the worker’s personality cer- 
tain other elements with which she needed 
help. However, even among her clients in 
the restricted case load, there were un- 
doubtedly other Negro clients who did not 
conform to Miss A’s personal standards. 
Her rejection of this particular client, who 
“occasioned comment” from the white co- 
workers in the office seems in all probabil- 
ity to stem from the threat that the client 
offered to Miss A’s professional prestige. 

On the other hand, some unconscious 
prejudices are so deeply imbedded in the 
personality that they refuse to yield to self- 
exploration. The following illustration 
seems to indicate prejudice of this type. 


Miss J, an intelligent, young, white caseworker 
of southern background and experience, accepted 
a job with an agency that did not separate clients 
according to race. Before her employment this 
had been discussed with Miss J who felt that she 
could adjust to more democratic practices. How- 
ever, shoitly after her employment, personnel 
changes within the agency resulted in promotion 
of a Negro worker to a supervisory post. Miss J 
was among the workers assigned to the new 
supervisor. Miss J had had aspirations to the new 
supervisory position herself and it seemed largely 
the greater seniority within the agency which 
won the position for the Negro worker, al- 
though the latter also had longer training. The 
earlier professional contacts of the two workers 
had involved some expressions of resentment from 
the Negro worker of Miss J’s relationship to Negro 
clients as evidenced by failure to use courtesy 
titles, generalizations about the race, and so on. 

One day a case that previously would have gone 
to the Negro worker—on the basis of geographical 
allocation—was assigned to Miss J. The client was 
a deserted Negro woman with small children and 
the situation seemed to present no unusual compli- 
cations. The supervisor was, therefore, somewhat 
surprised when Miss J asked special help in plan- 
ning the first interview with this client. Miss J 
was obviously resentful of having the case assigned 
to her and insisted that she did not know how to 
approach the client. After considerable discussion, 
it was revealed that Miss J was reluctant to grant 
relief and felt that the client should be referred 
to employment. Trying to decide why such a 
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course would be indicated here, Miss J finally ex- 
pressed some feeling that employment was cus- 
tomary with Negro women, even though they were 
needed at home with small children. She felt that 
the caseworker had no responsibility for changing 
these conditions. Although it seemed apparent 
that Miss J was projecting her hostility toward the 
supervisor onto the client, who happened to be of 
the same race and in the district for which the 
supervisor had previously been responsible, this 
worker never got to a place where she could accept 
help with this phase of her practice. 


In this instance one would wonder about 
the relationships established by this worker 
in other contacts. It is possible that she 
could be sympathetic and understanding 
in some situations involving Negro clients, 
especially if the clients were among those 
culturally conditioned to acceptance of a 
subordinate role. One might add, too, 
that her attitude in expecting Negro 
mothers with small children to seek work 
is not of itself different from the same type 
of behavior occasionally shown by Negro 
workers. 

The ability to recognize in ourselves 
some unsuspected feelings identified with 
race frequently results in a new quality of 
sensitivity in casework relationships. Al- 
though there may be a difference in feeling 
tone with different individuals, the re- 
sponse to this increased self-awareness will 
bring more positive responses from clients. 

When feelings rooted in racial differ- 
ences are disclosed, the next step is to at- 
tempt to make an honest evaluation of 
them. Where negative values are attached 
to minority status—either our own or that 
of someone else—it is essential to look first 
at the past experiences and early social con- 
ditioning from which they have sprung. 
Our conflicts deriving from these are var- 
ied, tenacious, and enduring. They usually 
end in compromises rather than in our 
coming to grips with them. This is par- 
ticularly true of conflicts regarding race. 
It is more difficult to attempt constructive 
action over unhealthy social conditions 
among Negro clients than to accept such 
facts as parts of our social structure against 
which we can do little. The compromises 
are much easier, especially when uncon- 
scious. 
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Nowhere else as in this process of evalua- 
tion is it so urgently necessary to face our 
own feelings and to plan constructive 
actions regarding them; at no other point 
is rationalization more apt to interfere with 
the achievement of true self-awareness. It 
is at this point that we inevitably come 
face to face with conflicts rooted in tradi- 
tional attitudes and cultural patterns. It 
is at this point that we face the necessity 
of determining which of the beliefs and 
moral values that we think motivate us are 
strong enough to help us give up our com- 
fortable prejudices and personal adjust- 
ments. The behavior of the worker in the 
illustration below typifies this reaction. 


A competent young white worker of traditional 
southern background, who had also received her 
social work training in the South, used first names 
in addressing her Negro clients though not her 
Negro professional colleagues. When this was 
brought to her attention, she protested that this 
practice made the client more comfortable. She 
offered as proof of her lack of bias the fact that 
she numbered among her dearest friends “back 
home” old Negroes of long acquaintance whom she 
always addressed by their first names, that they 
would feel hurt if she should do otherwise. Al- 
though it was pointed out that it might be difficult 
for them to act otherwise in the setting in which 
they found themselves, the worker remained un- 
convinced. The theory of individual differences 
in response likewise had no application where her 
Negro clients were concerned. 


It could undoubtedly be argued, and 
with validity, that there are some Negro 
clients who might feel more secure in sit- 
uations where their dependency needs were 
met by paternalistic treatment on the part 
of the caseworker. However, unless the 
worker can view objectively her own as 
well as the client’s needs, it would be im- 
possible to know which clients would and 
which clients would not respond in a de- 
pendent manner. Such patterns of be- 
havior on the part of the worker, reflecting 
her cultural conditioning, often constitute 
a barrier to a constructive worker-client re- 
lationship. In some instances, where there 
is seemingly a high degree of client partici- 
pation in the contact, the worker may 
point to this as evidence of the soundness 
of her approach. Careful analysis, how- 
ever, may disclose the client’s use of such 
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a relationship to perpetuate unproductive 
behavior patterns of his own, such as 
deeply entrenched dependency or even im- 
bedded hostility, which is gratified by mis- 
leading the worker. The dangers to the 
worker’s professional adequacy are equally 
significant. Rationalizations and evasions 
may contribute to a sense of power, a 
warm glow of generosity, or provide the 
spark for unconscious punitive action. 

The occasional defensiveness of the Ne- 
gro worker may also constitute a barrier to 
constructive evaluation of the issues under 
discussion. In a civilization where white- 
ness of skin color is the unique characteris- 
tic of the dominant group, it has become 
synonymous with advantage and privilege. 
This meaning is as commonly accepted by 
Negroes as by whites themselves and thus 
represents all the significant essentials for 
survival — power, progress, achievement. 
“White” standard, “white” criteria of all 
that is desirable are thus often uncon- 
sciously utilized by Negro workers. Corol- 
lary to this are the reactions of shame, de- 
fensiveness, and rationalization in meeting 
situations where they encounter less favor- 
able economic conditions among. their 
Negro clients. 

In a beginning casework class of Negro 
students, I have been interested in the 
inevitability with which I encounter such 
attitudes in response to the presentation of 
a case record of a Negro family offering 
many traits looked upon by the unsophisti- 
cated as stereotypes of the race. In the case 
used there are evidences of ignorance, dis- 
honesty, and lack of ambition. Members 
of three different classes in different years 
in attempting a diagnostic evaluation of 
the situation wandered into defensive ra- 
tionalizations. However, when much the 
same type of situation is offered them with 
a Polish immigrant family, the diagnostic 
picture obtained is comparable with the 
stage of development of the class. Another 
year, reversing the order and using the 
Polish situation first, then following with 
the Negro case, greater objectivity was 
achieved as the universalitv of environ- 
mental defects and conditioning was 
revealed. 

A constructive evaluation must certainly 
lead to a consideration of the purposes 
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that our hidden feelings around race are 
serving in our own lives. They may provide 
only a convenient vehicle for expression of 
our needs to feel superior or generous or 
powerful. On the other hand, these may 
be seen as offering a channel for personal 
and professional growth as well as the 
chance to contribute to the development 
of a genuine democracy. In any event, we 
are brought face to face with the necessity 
of determining our desire and our ability 
to choose what may be one of two widely 
divergent paths. 

This decision brings us to the final step 
in our efforts to achieve self-awareness in 
the realm of race. When our path is 
chosen, we must also evaluate our willing- 
ness and capacity to translate our decisions 
into action. It is no mean task to face 
responsibility for one’s decisions. In our 
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casework relationships can we utilize our 
new awareness in a casework role that 
makes us “color blind” or will we hang on 
to our old racial rationalizations? Have 
we achieved a freedom through which we 
can offer a quality of practice that can be 
used to enrich professional and technical 
knowledge? Finally, can we turn our 
efforts to the betterment of the community 
and of society? 

Truly it constitutes a difficult task. 
Our first inept attempts may arouse other 
conflicts for which new understanding and 
new ways of handling must be developed. 
Constant and unflagging effort will be re- 
quired lest we fall unsuspectingly into the 
trap of making-new compromises to replace 
the old rationalizations without being 
aware of doing so. 


Casework with Families of Mental Hospital Patients 


Henry Freeman 


This article is based on the experience of the author in the Social Service Department of the 
Norwich State Hospital, Norwich, Connecticut. 


MANY OF OUR MENTAL HOSPITALS are as- 
suming an increasing responsibility for 
releasing patients from actual institutional 
care to convalesce. The extent to which 
this psychiatric philosophy is put into prac- 
tice varies between hospitals. It is safe to 
say, however, that most patients leaving 
mental hospitals are in an improved state 
rather than actually cured. Many of them 
are going to need some additional help and 
protection for a time if they are 
going to maintain themselves outside the 
institution. 

Such protection does not come naturally 
from either society or most relatives. Per- 
sonal and social fears of mental illness 
generally operate against understanding or 
tolerance. Frequently individuals return- 
ing from a mental! hospital find themselves 
the center of suspicious anxiety, though 
they would certainly have been given 
every opportunity to convalesce from a 
general hospital. They are put to numer- 
ous tests, little and big, to prove that they 
are not still “crazy.” Even when they are 


not avoided outright, they find those about 
them frequently overquick to interpret 
their human variations as signs of return- 
ing illness. 

In our hospital the social workers at- 
tempt to ease these pressures while patients 
are trying to orient and re-establish them- 
selves in the community. Arbitrarily, by 
law, most patients are carried on a “visit” 
status from the hospital for a certain num- 
ber of months. During this period their 
adjustment to community living is tested 
and if it seems successful they are dis- 
charged; if not, they are usually returned 
to the hospital for more care. 

We have found that if the social worker 
is to be helpful in the patient’s post-hos- 
pital efforts, he has to be aware of three 
general areas. These generally cover the 
feelings and limitations of the patient him- 
self, of his relatives, and of his community. 

Actually, most of our post-hospital plans 
for improved patients deal in some way 
with relatives and we have found we need 
the utmost skill in evaluating the role the 
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relative will be able to play. The failures 
resulting in final return of the patient to 
the hospital often could have been pre- 
vented if a more adequate diagnosis of the 
relatives’ attitudes had been made at the 
start. In this paper I should like to dis- 
cuss some of our work with these relatives. 

It would appear that the total group of 
relatives we dealt with fell into one of 
three categories: first, the ones who seem 
capable of meeting the patient’s needs; 
second, those that have problem attitudes 
but seem capable of modifying them; and 
third, those who present rigid and inflex- 
ible patterns. 

In the first group are those who are quite 
capable and who have real interest and 
concern about the patient. Under pres- 
sure of work we sometimes find it quite 
a temptation to turn the problem over to 
these hopeful relatives because of their 
responsible attitudes. But because this 
group is responsive to simple interpreta- 
tion of mental illness and to suggestions 
and reassurance, we find that the time 
invested nets a smoother post-hospital ex- 
perience for both relatives and patients. 

It is work with relatives presenting prob- 
lem attitudes which we wish to discuss at 
length. These relatives are unable to 
mobilize their intellectual and emotional 
resources for the patient’s return. They 
have emotional disturbances of their own 
which definitely affect the patient’s actual 
adjustment outside the hospital. An 
evaluation of the attitudes and emotional 
investments of the relatives must be made 
to determine the effect they will have upon 
the patient. It becomes a casework neces- 
sity to determine as quickly and soundly 
as possible how much a relative will be 
able to adjust his or her feelings that might 
interfere with the patient’s adjustment. 
Some are so driven to meet some strong 
need that, for example, they will continue 
to lean heavily on the patient—even when 
he is still hospitalized and completely irra- 
tional. Others may appear to be aware in 
part of the effect of their preoccupations 
and concerns on the patient and may come 
to feel that they too might need some per- 
sonal assistance. 

In our second group, the ones that pre- 
sent attitudes that might be modified, the 





Journal of Social Casework 


reactions of the relatives may be related to 
the anxieties arising out of the patient’s 
illness or to those reflecting other personal 
disturbances. But whatever the motiva- 
tion, these relatives often feel the need of 
help for themselves and, if it can be pro- 
vided, they may then place less emotional 
pressure on the newly returned patient. 
They may then be less dependent upon the 
patient, relieved of some resentment or 
open hostility, and be superficially more 
accepting of the patient’s limitations. 

Steve B gives a good example of this: 

Steve B was born August 27, 1917, in a small 
residential town. He was brought up a Protestant 
but has been indifferent to religion most of his 
life. He was graduated from high school at the 
age of 19, retarded because of illness. Intellec- 
tually he was considered brilliant although he was 
never particularly interested in academic work. He 
had a great deal of mechanical ability and was 
always interested in becoming a skilled machinist 
and perhaps an inventor. Although he had quite 
a few friends in school, he was never considered 
particularly active socially although everyone 
thought of him as a “good fellow.” He was quite 
athletic. He was always considered a “worrier” 
and seemed to fear any threat of failure. 

On August 18. 1937, Steve was hospitalized in a 
state hospital. He had become hysterical, claimed 
he could not use his leg. He was noisy, overactive, 
and entirely preoccupied with himself. He cried 
a good deal and seemed to feel hopeless. When 
strong suggestion was used, he would walk a short 
distance and would then collapse, crying that he 
was paralyzed. His hospitalization continued 
until July 29, 1938, when he went home. He was 
able to get along until he was admitted to this 
hospital on March 25, 1944. In the meantime he 
had married Essie on August g, 1941, and two 
children were born in rather rapid succession— 
Irene, June 21, 1942, and Geraldine, January 7, 
1944. When Mrs. B was four months in her first 
pregnancy, Steve again became somewhat confused 
and depressed with episodes of extreme emotional 
outbursts. It was thought at that time he was 
going to have to be rehospitalized, but the symp- 
toms subsided shortly after the birth of Irene. 

Steve was admitted to the hospital shortly after 
the birth of the second child. He again showed 
the same symptoms as at the first break. In addi- 
tion, he had delusions of grandeur and feelings 
that he was being persecuted by the F.B.I. He felt 
that he had become a great inventor. He cried 
a great deal and showed much anxiety about his 
family. His seemingly contradictory symptoms 
pointed up his fear of failure in the adult role and 
his doubts about himself. 
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Families of Mental Hospital Patients 


During Steve’s hospitalization his wife 
was seen twice by a worker in the social 
service department, one time for the pur- 
pose of taking a history and the second 
time to discuss plans for Steve’s return to 
the community. Both these times she gave 
the immediate impression of being very 
fond of Steve. She was anxious for his 
release. She was able to talk realistically 
about the problems that had arisen during 
Steve’s hospitalization and asked for help 
in filling out insurance papers so she could 
obtain financial assistance. She also talked 
realistically about Steve’s parents, who 
were described as rather difficult, emotion- 
ally unstable people who had always been 
very demanding toward Steve. In the past 
they had insisted that he devote a good 
deal of time and attention to them and 
made frequent charges to him about his 
wife which angered him. 

When Steve began to improve in the 
hospital, he was interviewed. He felt there 
was not going to be any particular diffh- 
culty when he went home. He planned 
to give up his job, which had demanded 
a great deal of skill and concentration, and 
to get something easier. He felt there 
would be no difficulty in finding work. He 
stressed that he felt able to catch up finan- 
cially and was looking forward to return- 
ing to his role as head of the family. 

The first home call was made after Steve had 
been home four weeks. He was working regularly 
at a near-by war center. His work seemed to be of 
a rather skilled nature but lacked the pressure of 
his former job. He seemed satisfied about his job 
but was otherwise apprehensive. So was Mrs. B. 
When she was seen, she said she felt Steve was not 
as well as when he first came from the hospital. 
She said that he had been subjected to a great 
deal of family pressure lately and she was very 
angry about it. With feeling, she said that Steve's 
mother had made an alleged suicidal attempt by 
taking some sleeping tablets. The reason she 
gave was that Steve had not come over to see her 
since he got home. 

Mrs. B said she was most anxious that Steve 
not visit his mother because of the emotional strain 
that she felt always followed such visits. She 
Stressed that it would be bad for him at this 
time. She knew, however, that such pressure from 
his folks must be handled in some way. She ex- 
pressed much anger about them and what she felt 
they were doing. 
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Also in this interview Mrs. B brought 
out many questions about Steve's illness, 
particularly the relation between this and 
her previous pregnancies. Although these 
were discussed with her, it was felt that 
her anxiety was strong about the pressure 
that Steve was feeling; so an early return 
appointment was planned to discuss this 
further. 


During the next three contacts Mrs. B was able 
to talk more about her concern. It gradually be- 
came evident that she was personally disturbed 
by Steve’s mother and placed a great deal of pres- 
sure upon him to have nothing to do with her, 
She had to rationalize this volubly, pointing out in 
great detail his mother’s instability and argumenta- 
tiveness. At the same time Mrs. B recognized the 
pressure she was placing on Steve and his reaction 
to this pressure. 

Gradually Mrs. B found it easier to talk about 
herself. She discussed her own mother and what 
a contrast she was to Steve’s mother, whom she 
called a demanding, cold, egocentric individual. 
Mrs. B said with great emphasis that she could 
always turn to her mother when she had a 
problem. But it became clearer that she had 
great anxiety about this, and really did not get 
the emotional satisfaction she wanted. Actually 
it would seem her mother was a cold, distant 
person. 

Mrs. B stressed how important Steve was to her. 
She found that she obtained most of her feeling of 
self-confidence from her relationship to him. In 
connection with this she also discussed her in- 
creasing anxiety about how irresponsible Steve was 
now since he had been sick. He was becoming 
progessively dulled, less ambitious, and less imagi- 
native as time went on. He was aspuming a less 
responsible role in the marriage and was not so 
aggressive as he was when she first married him. 
She found herself having to take more responsi- 
bility for petty details. She thought she was fool- 
ish, but it made her uneasy. She could not help 
trying to force him into some of his old roles as 
head of the family which he did not now seem 
able to assume. In a frightened way she said that 
if he was well he should be doing these things. 


At the end of these three fairly long 
contacts it was felt that Mrs. B was essen- 
tially a dependent, deprived individual 
with a great deal of hostility directed 
toward mother persons. It was also quite 
important to her sense of security for Steve 
to assume a responsible role in the mar- 
riage. She was beginning to feel increas- 
ingly anxious over what was happening to 
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him as he became less able to be aggressive 
in the family relationship. This anxiety 
was probably playing a large part in mak- 
ing more acute the long-standing competi- 
tiveness Mrs. B felt with her mother-in-law, 
for as Mrs. B was becoming more anxious 
she was clutching Steve in an increasingly 
dependent fashion. This dependency plus 
the more overt evidence of the competition 
between mother and wife was making Steve 
more anxious. He could not sleep, was 
worried and preoccupied. Since he asso- 
ciated these symptoms with those that pre- 
ceded his previous psychotic episodes, this 
in turn added to his feeling of panic and 
anxiety. 

In the next contact the things that Mrs. B had 
talked about were summarized in discussion brieflv. 
She talked about this for some time and indicated 
that because of her own feelings it seemed that she 
was the one who needed help rather than her hus- 
band. She said she was bringing increasing pres- 
sure on him. She felt that she would like to be 
able to talk to someone and “straighten out some 
of my ideas.” She was quite interested in a referral 
to a family agency although it would necessitate 
a good deal of commuting. 


A referral was made and Mrs. B was seen 
fairly frequently by the family caseworker. 
In almost all these contacts she talked 
about herself and her fears and anxieties. 
However, in the next contact with Steve: 

Steve was a little bothered about his wife's 
having to go to the family agency. He felt that 
it represented the fact that he had been sick and 
was not able to “help my wife with her problems. 
They have to help because I fell down in that.” 
However, he did feel that “she is getting some- 
thing out of it. For example, she isn’t as upset 
about my folks as she used to be and now she can 
talk to me about them.” 

In general, however, his whole reaction and 
feeling seemed to be much better than at the last 
contact with him. He was thoroughly enjoying 
his job and was expressing a good deal more initia- 
tive in social contacts than he had had for a long 
time. He developed another man’s invention 
which resulted in a $150 prize and at the present 
time had an invention of his own being considered 
which might net him the same. He felt he was 
very well at present and, although apprehensive 
about the recurrence of breakdowns in the fu- 
ture, he appeared to be in a good state at this time. 


In this particular case, at the time the 


patient left the hospital it was expected 
that he would be receiving good care and 
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supervision. His wife had made an excel- 
lent superficial contact during the hospital 
interviews. In that brief contact no 
question had been raised as to the role she 
might play regarding her own emotional 
needs in the situation. However, it became 
increasingly evident in contacts with Steve 
after leaving the hospital that Mrs. B was 
beginning to put a good deal of pressure 
on her husband. This was interfering 
with his progress, which in turn stimulated 
her underlying emotional patterns so as 
to bring more pressure on Steve. 

In this particular case the relative, in- 
stead of emotionally supporting the pa- 
tient, was fundamentally seeking support 
from the patient. The role of the case- 
worker was not only to help in meeting the 
immediate problems and anxieties arising 
out of Steve’s adjustment on a realistic 
basis but also to give Mrs. B the attention 
and opportunity for personal help which 
she needed. The effect of this was to 
relieve Steve of a good deal of pressure 
he was receiving from his wife. Although 
this help aroused in him a certain amount 
of anxiety, because of his deep feelings 
of inadequacy, his general adjustment 
seemed to improve. There might be 
a good deal of question as to how far 
Mrs. B might go in her contacts, or just 
how much constructive help she might be 
able to use. She was undoubtedly reacting 
to some very basic emotional disturbances 
that were closely related to her relation- 
ships with her husband and mother. How- 
ever, there can be no doubt that the 
casework contacts that helped to relieve 
Mrs. B of some of the superficial anxieties 
indirectly played an important part in the 
improvement in Steve’s social adjustment. 

In the third group of cases, where the 
relatives’ attitudes are fixed and where 
their own inadequacies and disturbances 
are severe, the possibility of response to 
treatment is not very hopeful. Little bene- 
fit can be expected from intensive work 
with them. We know that people are re- 
sistant to change unless they feel pain or 
discomfort in their situation and hope, by 
changing, to feel less pain or gain rela- 
tively greater satisfaction. People like Mrs. 
B are unhappy enough, because of either 
the disturbance within or the external diffi- 
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Families of Mental Hospital Patients 


culty it arouses, to attempt to readjust their 
ideas and feelings. But there are others 
who definitely resist change. They may 
find that the immediate unconscious satis- 
faction arising out of their maladjustment 
offsets the annoyance of external friction. 
Or again their behavior may be a manifes- 
tation of a characterological defect, such 
as a psychopathic personality. 

Whatever the reason, in this the third 
group we find the cases where the rigidities 
and emotional needs of the relatives must 
be considered relatively fixed. In such in- 
stances, when the patient is allowed to go 
home it must be expected that the relative 
is going to insist upon returning to or 
keeping up the old emotional patterns that 
existed prior to hospitalization. This 
should be carefully evaluated in terms of 
how much the patient’s condition can 
absorb. This is particularly important be- 
cause these relatives often place the most 
intensive pressure upon the doctors to have 
the patient released. 


Mrs. P was born in Poland in 1897. Although 
she came to this country thirty-two years ago she 
never bothered to take out citizenship papers. 
She had no education. She was a very pious 
churchgoer. 

Not much is known of Mrs. P’s history. She 
was described by various people who knew her 
as an extremely quiet individual who was pri- 
marily concerned with her home, her husband, 
and her two sons. She had few friends and in gen- 
eral was socially inconspicuous. Her housekeeping 
standards were high and she was personally neat. 
When she was admitted to the hospital in Janu- 
ary, she was acutely excited, very noisy, shouting 
continually at the top of her voice. She was said 
to have threatened a next door neighbor with a 
butcher knife. At the hospital she continued to 
shout almost incessantly for months, using very 
foul language and at times being assaultive. 
Gradually her behavior subsided and although she 
continued in her loud speech and would occasion- 
ally go off on “shouting sprees” her general man- 
ner seemed to quiet down. She went home in 
October, but was returned in ten days because a 
neighbor complained that she was shouting vile 
epithets at her and was threatening to kill her or 
“blow” her to pieces. 


The patient’s husband was a very dull, 
unstable individual, known throughout the 
community as a heavy alcoholic. He had 
a surprisingly long, stable work record 


although he drank rather heavily every 
night. He had been abusive to his wife at 
times in the past and also to his two 
boys, but this pattern was not so evident 
at the present time. When the patient 
was in the hospital only two weeks Mr. P 
began petitioning the doctors to have his 
wife return home. He was most anxious 
to have her home and completely rejected 
any statement that his wife was sick. In- 
stead he felt that he was being persecuted 
by the hospital because his wife was not 
returned. 

When Mrs. P’s symptoms had subsided 
enough to consider the first visit home, it 
was thought she would be able to get along 
outside under adequate supervision. How- 
ever, the doctor stressed to Mr. P that she 
was still sick and that she would be pre- 
occupied and might have occasional verbal 
outbursts. Mr. P made many promises 
about her care and protection. When she 
was returned to the hospital after the brief 
visit, it was learned, however, that none of 
the promises had materialized. Mrs. P 
rapidly become worse and she had to be 
returned to the hospital. She was very 
disturbed and expressed her feelings so 
freely against the hospital staff and the 
world in general that it seemed impossible 
to work with her. 

Mr. P was also very angry. He projected 
all the blame onto the neighbors’ com- 
plaints, feeling they should mind their own 
business. He demanded that his wife be 
released immediately. He felt that all his 
feelings of being persecuted by the hospital 
were justified. He became a “problem 
visitor.” 

In order to work out some of Mr. P’s 
feelings, the doctor requested a series of 
interviews to be held with him every week 
when he came down to see his wife. 

Mr. P’s language handicap and dullness made 
interviewing difficult. His feelings against the 
hospital were so strong that he could hardly be 
coherent. He felt that the hospital had no right 
to take his wife back. He also wanted to obtain 
vengeance on the neighbor who had complained 
to the police about his wife and caused her being 
returned to the hospital. 

During the first four contacts, Mr. P was allowed 
to express his feelings freely. It was very difficult 
to understand everything he was saying at first. 
Gradually there was less vehemence in his speech 
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and, with an increasing feeling of relationship, he 
seemed more able to express himself. After the 
second interview, although Mr. P still came in very 
belligerently and talked in an angry fashion, he 
seemed a little less hurt and confused. It was 
found that Mr. P did not understand all that was 
said to him, even though he might say that he did. 
He gradually was able to admit that his wife was 
quite different from what she had been throughout 
their marriage, but continued to insist that she 
was not “crazy.” 

We focused on the behavior patterns of the pa- 
tient which he felt were “different” and empha- 
sized over and over that this indicated that she 
had had a “nervous breakdown,” which was in- 
creasingly acceptable to him. It was also pointed 
out that patient had been a great deal easier to 
get along with during the recent short visit than 
she had been in the two months prior to hospitali- 
zation. Mr. P felt that this was true and to some 
extent was able to feel that the hospitalization had 
been beneficial. However, he still felt that patient 
was able to get along in the community. At this 
point he began to bargain, wondering what he 
could do in order to “get Mrs. P out.” He said 
that he felt the worker could give him suggestions 
so that patient wouldn't get into trouble the 
next time. 

Mr. P also talked more about his relationship to 
patient. There seemed to be fairly strong attach- 
ment based upon the protecting mother role which 
patient had always maintained for him. These 
patterns seemed to be very deep. 

At no time during these contacts did 
Mr. P indicate any potential flexibility. 
Instead, he seemed to have a rigid cast to 
his personality and was childish in his re- 
action. It was finally decided that any 
plan for his wife would have to take this 
into consideration. Since Mrs. P was again 
somewhat improved, the doctors felt it 
would be possible for her to adjust outside 
the hospital, providing someone could 
cushion her return to the community. 
Some protections would have to be worked 
out as there still might be occasional noisy 
episodes which in the past had frightened 
the neighbors. 

As Mr. P began feeling more sure of himself, 
the worker began to assume a more authoritative 
role in terms of setting up certain realistic limits 
which would have to be complied with if patient 
were to go home. These were thought out in ad- 
vance in terms of what could be expected from 
Mr. P, considering all his limitations and his back- 
ground. First, the question was raised about the 


possibility of the family’s moving in order to break 
with the neighbors, who would renew the com- 
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plaints. He was resistive but the following week 
he had already begun to move to a new address. 


Next we planned to discuss with Mr. P 
the matter of having someone with his wife 
during the day. On a practical basis we 
found many persons effected a better social 
adjustment when not left alone socially for 
long intervals of time. This served two 
purposes: (1) a distracting element from 
undercurrent psychotic preoccupations as 
an incentive to stick to reality, and (2) 
a reality superego to serve as a partial 
brake to giving way to some weaker hallu- 
cinatory expressions. 


Mr. P resisted this strenuously at first, feeling 
that his wife was perfectly all right and that it 
would be too expensive to have somecne stay with 
her. He wasn’t even sure that she would accept 
the idea. The matter of his wife’s resistance had 
to be handled with him, indicating that it would 
be natural for her to wonder why someone would 
have to stay with her now after she had been able 
to manage her life for so many years. This was 
discussed, however, in terms of the fact that be- 
cause his wife had a “nervous breakdown” she did 
not realize she needed help and it was something 
we have to take responsibility for. He took the 
attitude, “If I must I must” and came in the 
next week with a note from a friend of Mrs. P’s 
who had agreed to stay with the family. 


Although the medical opinion indicated 
that the patient might bring forth more 
community complaints because of her oc- 
casional noisy outbursts, she might try 
going home under the changed conditions. 
The social service department was re- 
quested to follow the situation closely. 


Frequent calls were made on the patient after 
she returned to this new neighborhood. She ap- 
parently was able to get along fairly well and, al- 
though there was still an occasional outburst, she 
seemed to be fairly well controlled by Mr. P. There 
were difficulties in securing a day companion, but 
Mr. P was able to assume a little more superficial 
responsibility than was anticipated. He was still 
drinking and his general pattern was much the 
same. It was necessary from time to time for the 
worker to assume an authoritative role in terms of 
meeting some crisis in Mrs. P’s behavior, but the 
relationship with Mr. P continued, so that he was 
able to accept this. 


In this type of situation it would seem 
that either the patient would have to be 
hospitalized indefinitely or the hospital 
would have to assume a more responsible 
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Editorial Notes 


and authoritative role with the relative 
to handle his personal inflexibility. This 
latter position is possible when the relative 
indicates strong feeling for the patient. If 
there is strong negative feeling, it may not 
be possible to have the patient return to 
his home. Sometimes, relatives with nega- 
tive leelings can be helped to participate 
in plans for the patient to be placed away 
from them after hospitalization. Such an 
approach, however, is not effective unless 
the worker can also build up a working 
relationship with the relative who is so 
limited. Unless there is some bond between 
the relative and the worker any effort to 
assume the necessarily more active role of 
responsibility will be vitiated. The relative 
will have no basis for thinking that the 
worker is in any different position from 
anyone else who might be “telling him off” 
and will probably respond in his usual way 
to this. 


Summary 
To capitulate briefly, many mental pa- 
tients are leaving hospitals “improved” 
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rather than “cured.” <A great deal of 
thought needs to be given to helping these 
patients achieve the best possible adjust- 
ment in the community. In our expe- 
rience, we found the majority of our plans 
for such patients involved relatives in some 
manner. We found that some of these 
relatives were able to assist the patient 
fairly adequately themselves, although 
some practical interpretation by the hos- 
pital was beneficial. Other relatives, how- 
ever, were too involved with their own 
emotional needs and limitations to meet 
the patient’s post-hospital requirements. 
We found that some of these relatives 
could recognize their own problems and 
could be helped to make use of casework 
treatment, thus taking some of the pres- 
sure off the patient. Others, however, 
were found to be more rigid, and their 
need to continue old patterns was too fun- 
damental to expect change. It was neces- 
sary to recognize this early and either 
direct them in a more authoritative way, or 
make other post-hospital plans. 


Editorial Notes 
Interpreting American Social Work 


We are grateful to Dr. Schmideberg, of 
the Institute for Scientific Treatment of 
Delinquency of London, who is visiting in 
America, for the privilege of publishing 
her article. Dr. Schmideberg has described 
a service that does not seem to have an 
exact equivalent here. Although there are 
efforts in this country to study the psycho- 
logical factors of criminal behavior and to 
provide some treatment facilities, the Lon- 
don experiment of recruiting a panel of 
psychiatrists to undertake treatment and 
research of adult criminals in connection 
with the courts impresses us as a note- 
worthy pioneering endeavor. Dr. Schmide- 
berg’s summary of the urgent need for 
both countries to develop treatment op- 
portunities and organized clinical research 
is deserving of serious attention not only 
by those directly associated with agencies 
dealing with delinquency but by the total 


community. Although current statistics of 
the incidence of crime in the United States 
and its financial cost to the country present 
a black picture, Dr. Schmideberg offers an 
optimistic note. The London experiment 
indicates that even confirmed criminals do 
respond to therapy. 

If I may be permitted a personal word, I 
should like to make brief reference to my 
pleasant association with Dr. Schmideberg 
and other colleagues in London. It was 
my good fortune to be invited to a seminar 
group of social workers and_ psychiatrists 
soon after my arrival in London, just be- 
fore the end of hostilities in May, 1945. 
On that occasion I was asked to tell of the 
developments in our country in applying 
psychiatric principles in social work prac- 
tice—which I did, and subsequently wrote 
a brief description of family casework in 
America to be included as an appendix to 
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a book Dr. Schmideberg was preparing. 
The continued—but intermittent—contact 
with members of this group and with other 
social work colleagues was not only an en- 
riching experience but one that precipi- 
tated many questions too baffling for me 
to answer, 

It is very difficult to interpret the social 
work program of one country to another. 
There are, of course, common elements— 
mostly those of psychological content and 
of professional techniques. But because 
of differences in economic factors, in the 
concept and structure of government, in 
social organization, and in deep-rooted cul- 
tural patterns, the area of common under- 
standing is limited, and the real differences 
in social efforts and organization remain 
somewhat obscure. But a special major 
obstacle in the way of interpreting Amer- 
ican social work to our Western European 
colleagues is the great discrepancy between 
our technical developments—our standards 
of training, our specialization, our self- 
consciousness as a profession, our status and 
higher salaries, and so on—and the abun- 
dant evidence of personal maladjustment 
and social distortion in this country which 
makes headline news in all parts of the 
world. It is a bit difficult to explain the 
disparity between our vaunted technical 
advances and our turbulent social scene— 
one that is made spectacular by gangster 
life and a high incidence of crime, by 


Readers’ 


To THE EpITor: 

As social workers who are also trade union mem- 
bers, we take exception to several implications in 
Lewis W. Knaggs’ letter in the Readers’ Forum of 
November, 1946. In discussing the factors that 
determine social work salaries, Mr. Knaggs em- 
phasized the weakness of the trade union move- 
ment in social work and attributed this weakness, 
in part, to the presence of “company unions.” 

We are not aware of any “company unions” in 


social work. Our experience would indicate that, 


wherever social workers have taken the trouble to 
organize, they formed bona fide trade unions. Cer- 
tainly if Mr. Knaggs had participated in the 
vigorous discussions between trade unionists and 


‘in the light of historical perspective. 
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race and industrial tensions that explode 
in episodes of violence, by dramatic ex. 
posés of neglect and inadequate care in 
mental hospitals, and by the instability of 
family life as evidenced by our high di- 
vorce rate. 

The experience of attempting to recon- 
cile the “superiority” of our social work 
development with incontrovertible statis- 
tics and the daily evidence of personal and 
social turmoil does shake one’s sense of 
complacency and leads to some basic ques- 
tioning about the direction of our social 
work effort. While we do not wish to mini- 
mize the importance of the technical skills 
that have been developed by social work in 
this country, it would seem that we have 
not paid equal attention to the means of 
creating institutions and cultural influ- 
ences that would promote more responsi- 
ble individual and social behavior. We 
have learned much about understanding 
and treating the individual, but as yet we 
have not developed the same skill in a 
broader application of the knowledge. 
Social work should be able to make a con- 
tribution to the wider community respon- 
sibility of providing conditions and influ- 
ences favorable to healthy psychological 
growth. Perhaps in this area we have 
much to learn from the social and cultural 
developments in other countries. 

Cc. K. 


Forum 


administrators now occurring in many sections of 
the United States, he would hesitate to use the 
term “company union.” The agency executives 
dealing with social work trade unions are under 
no illusions as to whose interests the unions 
represent. 

Mr. Knaggs’ statement that trade unions in 
social work have been ineffective must be viewed 
Precisely 
the same comment could have been made concern- 
ing the effectiveness of unions in their early de- 
velopment in the industrial field. Undoubtedly, 
the trade unions in social work have a difficult 
problem in organization. Some social workers have 
a “white collar viewpoint” which aligns them on 
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Book Reviews 


the side of the conservative financial interests 
which so often dominate the policies of both the 
public and private social agencies. Notwithstand- 
ing this difficulty and others that plague union 
organization in social agencies, the unions in this 
field are progressing beyond the point of merely 
potential effectiveness. Many social agencies in the 
principal cities of the United States have already 
recognized social work trade unions and are bar- 
gaining collectively with union representatives. 
Mr. Knaggs is correct when he writes that in 
the past the salaries of social workers have not 


Book 


HEALTH AND EMPLOYMENT: Myra E. Shimberg. 
108 pp., 1946. National Council on Rehabili- 
tation, New York, or JOURNAL OF SociAL CAsE- 
WoRK. $2.50. 

Public welfare agencies spend large sums of 
money annually on clinic fees for their clients. The 
medical staff in the hospital clinics offer diagnosis 
and therapy. The public welfare social worker is 
interested in the client’s employability. She wishes 
from the hospital an appraisal of a given patient's 
ability to become adjusted for work and life. icow 
much “rehabilitation” is actually effected depends 
upon the teamwork between the physician, medical 
social workers, and public welfare workers. 

This study, through careful examination of over 
nine hundred cases, analyzes existing practices and 
recommends improved methods of achieving better 
co-ordination between health and welfare service 
to the end that the physically or mentally handi- 
capped client may make an optimal social and 
economic adjustment within his limitations. 

This pamphlet will be of great interest and 
value to persons responsible for medical expendi- 
tures in public welfare, and to caseworkers in 
general. 

CATHERINE M. MANNING 
Department of Public Welfare 
Rochester, N. Y. 


INSIGHT AND PERSONALITY ADJUSTMENT: 
Therese Benedek, M.D. 307 pp., 1946. Ronald 
Press, New York, or JOURNAL OF SocIAL CasF- 
WORK. $4.00. 

This book is one of the outstanding contribu- 
tions made thus far to the understanding of the 
psychology of citizens and soldiers during and 
after the recent war. Unfortunately, Dr. Benedek 
has chosen this title, Insight and Personality Ad- 
justment, and has used as a sub-title, “A Study of 
the Psychological Effects of War.” This gives a 
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been subject to any marked influence from the 
trade union movement. But his statement adds 
weight to the thesis that in trade union organiza- 
tion, social workers can attain—are attaining—the 
power to bargain collectively. Through the demo- 
cratic processes of unionization, the goals of better 
working conditions and higher professional stand- 
ards can be achieved. 


Joun Hanks 
RutH Harris 
BLANCHE MILLER 


Reviews 


false impression, for in reality the sub-title is the 
more descriptive title. 

The hook is divided into four parts: Part I is 
a brief résumé of the basic psychodynamic theories, 
particularly as they apply to the experiences of 
marriage and separation. Inasmuch as the book is 
written primarily for counselors, social workers, 
teachers, and so on, this review does a fair job of 
hitting the high spots of our current knowledge 
of psychosexual development. 

Part II, entitled “The Soldier,” discusses the 
problems of adjustment to military service, the 
various influences of army life, the emotional situ- 
ations created at the time of returning from 
service, and the problem of failure to adapt suc- 
cessfully after returning. The author has done an 
excellent job of describing and summarizing the 
more significant points of the very complex situa- 
tions created by leaving home for the army and 
subsequently returning to one’s home. 

In Part III, Dr. Benedek discusses the psychol- 
ogy of the family of the soldier during the war, 
taking up the effects upon his mother, father, 
siblings, and wife of the individual's going to war, 
and the effects upon soldier and wife of separation. 
In addition to these, she discusses the problem of 
marital readjustment after the return of the 
soldier from military service, problems created in 
the family by the loss of a member of the family 
in the war, and also the problems created by the 
return of the disabled veteran. At the end of 
this section Dr. Benedek treats the problem of 
parenthood during the war and the effect upon 
the father and children of their absence from one 
another during such a period. In Part IV, Dr. 
Benedek takes up many social problems due to 
the changing mores of the war and postwar pe- 
riod. In this, emphasis is given to the changing 
role of women today and the resultant changing 
relationships between men and women. 
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Dr. Benedek has written an extremely readable 
and understandable book on the effects of war 
upon the total community, and specifically upon 
the members of the family constellation. It is of 
value not only for the specific groups to whom 
it is directed but to anyone who is interested in 
this general problem. Together with the book, 
Men Under Stress, by Grinker and Spiegel. Dr. 
Benedek’s book rounds out one’s understanding of 
the complex emotional adjustments and = malad- 
justments occurring during and after military 
service, in both the soldier-veteran and all mem- 
bers of his familv. Dr. Benedek is to be con- 
gratulated for having done such a thorough job, 
and having simultaneously written such a won- 
derfully readable book. All those who are inter- 
ested in the problems of the veterans and their 
families should read this book and become thor- 
oughly familiar with its contents. It is essential 
reading for those who are doing any type of work 
with veterans, in order that they may obtain the 
total viewpoint and understanding presented. 

Lewis L. Rossins, M.D. 
The Menninger Clinic 
Topeka, Kansas 


MODERN TRENDS IN CHILD PSYCHIATRY: Edited 
by Nolan D. C. Lewis. M.D., and Bernard L. 
Pacella, M.D. 341 pp.. 1945. International 
Universities Press, New York, or JOURNAL OF 
SociaL Casework. $6.00. 


The book presents a series of lectures in child 
psychiatry given during 1943 and 1944 at the New 
York State Psychiatric Institute and Hospital by 
lecturers considered leading authorities in their 
fields. Some of the chapters are better than others 
and most of the material has been presented in 
other places before. I feel, however, that each 
chapter deserves a brief discussion. 

Bender's chapter on “ Organic Brain Conditions 
Producing Behavior Disturbances” is a textbook 
article which should be kept for reference by every 
person interested in child psychiatry. She dis- 
cusses the diagnosis and treatment of the behavior 
disorders resulting from inflammation of the brain 
caused either by a virus or by a specific organism, 
from cerebral trauma, and as the result of severe 
burns. She points out that encephalitis is respon- 
sible for only two to five per vent and cerebral 
trauma for only two per cent of all behavior 
disorders. 

Pacella, in his chapter on “The Electroen- 
cephalogram in Behavior Disorders,” discusses the 
difference between the tracings found in the child 
as compared with those found in the adult, but, in 
my opinion, does not emphasize enough the fact 
that we are yet ignorant of what is a normal 
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electroencephalogram in a child. Bradley gives a 
valuable working classification of “ Psychoses in 
Children” with an important and helpful descrip- 
tion of the symptom complex and treatment of 
schizophrenia. Klopfer, in his chapter on “ Per- 
sonality Diagnosis in Childhood,” presents a brief 
and simple discussion of the theory and value of 
the projective techniques, particularly the Ror- 
schach test. 

Ribble’s chapter on “Anxiety in Infants and Its 
Disorganizing Effects’ important 
thesis that babies at birth are in a situation of real 
danger because the instinctual  self-preservation 
drives are weak and poorly co-ordinated, there is a 
slowing in development of the sensori-perceptive 
system of the cerebral cortex because of physio- 
logical anoxemia and at times a seeming failure of 
the energy cathexis of bodily functions. This dan- 
ger produces painful tension states resulting in 
anxiety and best overcome by appropriate expres- 
sions of mother love. 

Levy contributes a digest of his studies on the 
cause, results, and treatment of maternal overpro- 
tection. He believes that the maternal attitude of 
overprotection is not often an attempt to solve an 
unconscious conflict between a feeling of hostility 
to the child and guilt, but often springs from 
external influences, from ungratified affect hunger, 
or from constitutional factors. Whether the over- 
protective mother is indulgent or dominating de- 
pends on the child’s constitutional characteristics 
of aggressiveness or submissiveness. Overprotected 
children show’ definite personality reactions. 
Psychotherapy for either the overprotected child or 
the overprotecting mother is of little value; the 
most efficacious therapy is the frequent removal of 
the child from the mother. 

In van Ophuijsen’s chapter on “ Primary Con- 
duct Disturbances,” he discusses very lucidly the 
symptoms, etiology, and treatment of one type of 
chronic aggressive child. He lays down again the 
important dictum that the aim of treatment of 
these cases is the transformation of narcissistic 
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interest into object love. 

In “A New Tool in Psychotherapy with Adoles- 
cents,” Zachry stresses the importance of co-opera- 
tion between the psychiatrist and the school and 
the use of the latter as a definite too! in psychiatric 
work with adolescents. In her chapter on “ Ego 
Psychology Applied to Behavior Problems,” Mahler 
contributes to the same problem the use of the 
knowledge of the development of the ego gained 
through psychoanalytic research. 

Bruch, in her chapter, “ Psychosomatic Approach 
to Childhood Disorders,” discusses her important 
contribution to the field of child psychiatry—the 
personality reaction and family constellation of 
obese children. She considers also undernutrition, 
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colitis, and congenital defects, and feels that the 
familial constellation and _ personality reactions 


should be studied carefully in children with dia-- 


betes, hyperthyroidism, chorea, and asthma. 

I do not agree with many of the conclusions 
made by Doshay in his chapter, “ Male Sex Delin- 
quency and Community Responsibilities.” How- 
ever, his data are important and his consideration 
of the importance of adequate familial and com- 
munity attitudes about sexual offenses is extremely 
valuable. 

Naumburg’s chapter on “ Fantasy and Reality in 
the Art Expression of Behavior Problem Children ” 
is an excellent exposition as to the use of the 
child’s creative drawings in therapy. Both 
Despert’s chapter on “ Play Analysis in Research 
and Therapy” and Mahler’s on “ Child Analysis ” 
are important outlines of the basic concepts of play 
research and therapy. Allen, in his chapter on 
“Combined Psychotherapy with Children and 
Parents,” presents the importance of working both 
with the child and with the parents. 

Although group therapy is a somewhat recent 
development, it already has assumed an important 
place in work with children. Slavson, in his chap- 
ter, “Group Therapy with Children,” gives a very 
full discussion of the concepts underlying its use. 

Hambrecht, in her chapter on “ Psychiatric Social 
Casework with Children,” states that psychiatric 
social casework with children, in order to become 
effective, becomes, in the main, psychiatric social 
work with parents, and with this I agree. She has 
tried very hard to make clear what is meant by 
psychiatric social casework but has not escaped the 
difficulty of the social worker in explaining the 
real psychodynamics of what she does. 

This is a good book for the psychiatrist who is 
entering the field of child psychiatry. It can be 
read with profit also by those more mature in the 
field. It is an excellent book for social workers, 
for it enables them to orient themselves better with 
psychiatric and psychoanalytic thinking and prac- 
tice in the field of child psychiatry. 

GeraLp H. J. PEARsoN, M.D. 
Philadelphia, Pa. 


VOLUNTARY SOCIAL SERVICES: Edited by A. F. C. 
Bourdillon. g22 pp., 1945. Methuen and Co., 
Ltd., 36 Essex Street, London, W.C. 2, England. 
16s. 


This book is both a résumé and a critique of 
private social work in Great Britain. The range 
of material covered gives the book a partial resem- 
blance to our Social Work Year Book. However, 
its focus is on increasing understanding of the way 
in which private agencies work in relation to each 
other and to the “ statutory authorities” or public 
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agencies, to the end of improving relationships in 
both these areas. Implicit in this effort is concern 
for the future development of private agencies. 

It is rare to find material that delineates the 
growth processes in the broad aspects of social 
work in the way this book does. Three approaches 
are used. In addition to chapters dealing with 
Child Welfare, Youth Organizations, the Deaf, the 
Blind, and so on, there are chapters that treat the 
development of philanthropic and mutual aid 
movements against a thoughtfully woven back- 
ground of causation; and other chapters where 
the development of social services in particular 
districts or geographic areas is discussed. As a 
result the book should be interesting to people in 
all areas of social work practice. 

There are enough common elements in the 
British experience and our own to make possible 
a considerable amount of identification on the 
part of the reader. By inviting comparisons, the 
book also throws the spotlight on some aspects 
of our own development which need reconsidera- 
tion from time to time. In the chapter dealing 
with organizations for the welfare of children, the 
author notes that “they are far more flexible in 
their work or scope than in their social philosophy 
or structure.” To what extent could such gen- 
eralization be made in regard to our agencies? 

With the exception of a chapter on “ Develop- 
ments in Case Work,” the emphasis throughout 
the book is on the over-all concerns of social wel- 
fare, rather than on the more specific concerns of 
casework practice. In fact, developments in prac- 
tice not only get less attention but seem to be 
considerably in arrears of our own, although 
adapted from our efforts. It seems probable that 
much of our recent work is not too well under- 
stood. A comparable lag may exist in other areas 
of practice, since there has apparently been no 
effort in the direction of formulating concepts of 
group work or community organization per se. 

In the concluding chapter, the relation between 
private and public social services is handled philo- 
sophically, rather than what might be termed 
functionally, thus providing a rationale rather than 
a blueprint. The problems of “voluntary social 
services” are considered to be identical with the 
fundamental problems of democracy on the basis 
that “ Democracy is a form of constitution intended 
to leave room for and encourage growth and new- 
ness and invention. . . . It is obviously a mixture 
of tidiness and looseness, of unity and diversity, of 
statutory and voluntary. For the proper propor- 
tions of the mixture there is no recipe. It has to 
be worked out on the spot all the time.” 

While reading this book it was impossible not to 
wonder whether movement or change in the social 
services in England was from the outside in, while 











in this country we tend to reverse the direction. 
To some extent this observation may have resulted 
from the fact that a number of the authors are 
particularly oriented to social, political, and eco- 
nomic theory and have brought their experience 
and knowledge in these areas to bear on the 
development of the social services. 

HAZEL OsBORN 

Wayne University School of Public 

Affairs and Social Work 
Detroit, Mich. 


PEOPLE IN QUANDARIES: The Semantics of Per- 
sonal Adjustment: Wendell Johnson. 532 pp., 
1946. Harper & Brothers, New York, or 
JourNaAv or Soctat Casework. $3.75. 

According to the doctrines of general semantics 
there are practically no human problems that 
could not be straightened out if. people talked 
more accurately. Dr. Johnson’s book explains how 
our antiquated, “ pre-scientific” language structure 
has produced all manner of quandaries, and how 
we can go about talking sense in order to live more 
sanely and happily. He speaks with the authority 
of extensive experience in this field since he has 
used general semantics both for personal therapy 
and in his professional work as psychologist and 
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director of the University of Iowa Speech Clinic. 

This book is an excellent introduction to the 
theories of general semantics which were first 
outlined by Alfred Korzybski in his formidable, 
encyclopedic volume of technical knowledge, Science 
and Sanity (1933). Dr. Johnson, writing in a 
lighter vein with familiar illustrations from Charlie 
McCarthy to Post Toasties, applies the basic 
semantic theories to every-day living. 

He shows graphically how certain language de- 
vices (hyphens, quotes, indices, dates, and etceteras) 
can be used to understand and communicate the 
facts of current experience. It is amazing to see 
how these apparently simple devices effect identi- 
fications, projections, and resistance to change. It 
seems plausible that a semantic approach to psycho- 
therapy could be very fruitful. Unfortunately, Dr. 
Johnson does not seem sufficiently at home in the 
area of professional psychiatry to be entirely con- 
vincing, in Section IV, about the application of 
semantics to specific psychopathologies, except 
speech disorders. But he has presented some very 
enlightening views on the role of language in 
human behavior and added a stimulating contribu- 
tion to the growing literature of general semantics. 

MArGARET LEwIs 
Western Reserve University 
Cleveland, Ohio 








Casework in Illness 


Copies of the December issue of the 
JOURNAL OF SOCIAL CASEWORK, 
devoted to articles on illness and psy- 
chosomatics, are still available. 


Single copies, 35 cents each; 
10 or more, 30 cents each; 
100 or more, 25 cents each. 


Binders 


Binders for the JOURNAL OF SOCIAL 
CASEWORK are now available. Made 
of fabrikoid, each binder contains 12 
rods and has the magazine's name 
imprinted on spine and front. $2.00, 
postpaid. 


JOURNAL OF SOCIAL CASEWORK 
122 East 22 Street, New York 10, N. Y. 
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UNIVERSITY OF PITTSBURGH 


School of Applied Social Sciences 


Professional Education 
for men and women 


in Social Work 


Generic Program and Specializations in 


Social Case Work 

Social Group Work 
Social Inter-Group Work 
Social Research 
Administration 


Applications for September 1947 are 
now in order 
For information on admissions and fellowships 
Apply 
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